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DYNAMICS AND PSYCHOTHERAPY OF DEPRESSION 


David C. Wilson, M.D., Charlottesville, Va. 


There is no personality disorder that the general physi- 
cian is called on to treat more often than depression. 
A downward swing of the mood can become serious in so 
many ways. It may follow any sort of illness; it may exist 
as an underlying cause of headache, of other pains or 
aches, and of definite dysfunctions of different organ sys- 
tems. It is usually recognized by the sleeplessness, loss of 
appetite, and loss of general interest that accompanies it, 
but undoubtedly many people are given needless opera- 
tions and many patients refuse to get well because the 
symptoms rather than the underlying depression are 
treated. The depression is a reaction of the total being 
and as such has its physiological and psychological as- 
pects. In this paper, the disorder will be approached as a 
personality problem and from the psychiatrist’s point of 
view with the idea of making it possible for the general 
physician, through understanding of this widespread dis- 
order, to cope with it and to prevent and treat it success- 
fully. 

When there is a disturbance in the equilibrium of the 
body and the homeostasis, there is a tendency for the body 
to keep reacting in one way or another until the equilib- 
rium is reestablished. Animals will go to great lengths to 
get salt when it is needed. It is remarkable also how wise 
the human organism is in bringing about a renewal of 
homeostatic balance. The personality as a total structure 
has such a condition of balance that must be maintained. 
If this state of equilibrium is disrupted, an ongoing action 
is set up to restore the balance until the balance is rees- 
tablished and the person satisfied. This process of dis- 
equilibrium—ongoing behavior, then satisfaction—is 
called a need-satisfaction sequence. During the period 
that the ongoing action is in process and the need not 
satisfied there is a state of tension set up in the human 
being that is manifest mainly in the muscles, especially 
the muscles of the viscera. This uncomfortable state 
caused by an unfinished reaction is known as anxiety. It is 
a most unpleasant state, and, therefore, the human or- 
ganism does practically everything in its power to bring 
the unfinished reaction to a close in order to get rid of this 
unpleasant visceral tension. If the actual object sought by 


the need-satisfaction sequence cannot be found, many 
substitute activities will be tried in order to bring the 
unfinished, anxiety-producing reaction to an end. 


ANXIETY REACTIONS 


There are many of these substitute actions, such as 
avoidance of high places, hand-washing phencmena, or 
flights into invalidism, that are used by people to close 
out unfinished reactions, but one of the main methods of 
closure common to all mankind is turning on the self. The 
saying “it is my fault,” or “I am to blame,” is a very con- 
venient method of ending many a controversy between 
people and is used by the self when settling internal con- 
flict. Tension is reduced temporarily, and the problem is 
solved; however this attack on the self is a poor substitute 
for direct action and often is not convincing and must be 
reinforced and reemphasized to keep equilibrium. 

Often the effort to close out an uncompleted reaction 
in this fashion may be very mild and temporarily affect 
the organism, or, on the other hand, it may lead to a very 
severe and prolonged depression of all vital functions. 
The “blues” of the blue song or the black moods of grief 
and despair are similar in kind to the severe depression 
that may lead to insane behavior and sometimes suicide. 
Grief shows the agitation and self-blame, while sadness 
shows the slowing of thought and lack of interest that 
characterizes definite pathological depression. As long as 
the human being has existed he has used this type of be- 
havior. There is accurate description of attacks of mania 
and depression in the Bible and in the Homeric sagas. 
In the second century A. D., Aretaeus of Cappadocia ' 
described both mania and depression in excellent fashion. 
He did not make one disease out of depression and mania 
as Kraeplin did, but otherwise the clinical description of 
Aretaeus has continued up until today. 

Karl Abraham * in 1927 emphasized the presence of 
ambivalence as a factor in depression, while Freud ® in 
a description of grief and melancholia pointed out the 
similarity of depression to grief. He also emphasized the 
importance of the loss of a love object as a precipitating 
cause. Emil Kallmann * studied twins that had manic-de- 
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pressive psychoses and concluded that if one monozy- 
gotic twin had a depression there is a 98% chance that 
the other would have a similar reaction. John D. Camp- 
bell, in 1953, stated “In manic-depression psychoses 
therefore we are studying a pathological process, the es- 
sence of which is a disturbance in the affective equilib- 
rium.” ° He feels that the process is based on a physio- 
logical disturbance in the hypothalamus. This disturbance 
occurs then mainly because of the constitutional make-up 
of the patient and because of stresses in the person and 
in the environment. He quotes Douglas Singer as saying: 
“The typical manic-depressive psychosis may be more 
adequately labeled a periodic autonomic imbalance.” 
Dr. Campbell emphasizes that these disturbances in the 
autonomic nervous system are physiological and not psy- 
chological. He feels also that all emotional reactions are 
physiological. At this point it is well to look at what is 
seen from a clinical point of view. Certainly many if not 
all people have swings in mood and therefore learn early 
in life what it means to be depressed as well as overactive. 
There is undoubtedly a great deal of suffering that goes 
with blueness and sadness, and there is also some joy 
in melancholy, just as there is some thrill at times to let 
things rip and to manifest overactivity without the control 
of good judgment. There also are people who have severe 
mood swings that hold them depressed especially over a 
period of weeks. During this period they are able to func- 
tion but not up to their usual effectiveness Then there 
are other individuals who are depressed more seriously. 
They show some evidence of autonomic imbalance. Their 
depression is connected with a great deal of overactivity 
and agitation. They are obviously anxious. Then there is 
the final type of retarded depression, in which the person's 
behavior is sluggish; his thinking is slow, his face is 
cyanotic, he is constipated, and he has no interest in life. 


CLINICAL PICTURE 

Depressions may occur in any decade of life, but are 
more frequent after age 20. They may occur as a com- 
plication of physical disease. They occur during the later 
years of life. At that time the depression is often desig- 
nated as involutional melancholia. The manic reaction 
occurs during the same periods of life and under very sim- 
ilar conditions. The mania is usually preceded by a long 
period of anxiousness, a short period of depression, and 
often during the manic attack there are interspersed mo- 
mentary periods of depression. The disturbances of the 
autonomic nervous system are similar and marked in both 
mania and depression. It is felt by some that the manic 
reaction is used to escape from depression as well as from 
chronic anxiety.® Certainly the history of mania and de- 
pression suggest they have a similar source. Both reac- 
tions are learned, it seems to me. There are many oppor- 
tunities throughout the beginnings of our lives to try out in 
miniature both types of behavior. During grief, sadness, 
or sudden loss the value of self-condemnation and be- 
littlement is known, while in sudden joy over victory or 
in times of anger the thrill of letting ourselves go without 
control is learned. The little boy who cries when hurt 
and runs to mother for a kiss is beginning to store up 
knowledge regarding the value of depression, while the 
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uncontrolled behavior accompanying a temper tantrum 
is a tryout in the preparation for the use of mania. 

Nevertheless, there are certain characteristics that are 
found in those people that use the affective reaction in an 
exaggerated form. As children they seem to be those who 
have an especial need for the approval of others. They 
are tuned to the response of others to such a degree that 
rejection or disapproval is especially painful. This may 
be an inherited trait or it may be picked up early from a 
similarly sensitive parent. This sensitiveness leads them 
early in life to develop a technique by which they can ob- 
tain the approval they crave. This technique may be of 
many varieties. The person may be outgoing and over- 
active. He may develop a superficial attitude of geniality 
and friendliness that is usually described as “hail fellow, 
well met,” or he may be very meticulous, perfectionistic, 
and careful to do what he should. On the other hand there 
may be the technique of the constant worrier who is anx- 
ious Over every venture and vacillates over every decision. 
This last technique enables the person to superficially be- 
little himself while by his obvious concern he exerts con- 
trol over all that are related to him. The child who is 
afraid a mother will get upset if he acts natural, or the 
husband who must let his wife know where he is at every 
moment to prevent her worry, are examples of persons 
caught up in this very efficient method of getting ap- 
proval, used by those who employ the worrying technique. 
The characteristic of the behavior of the person who 
turns to depression as a solution is that over the years he 
limits himself to one technique for getting approval. He 
does not develop a faith in himself as worthy of accept- 
ance but in his technique. He does not feel that people 
see him but see the type of behavior that he is offering 
them. He showed himself as a child, was rejected, and 
now has no faith that anyone seeing him as he is will ac- 
cept him. His technique is the measure of his estimate 
of the people to whom he attempts to relate. His vulner- 
ability is obvious; he has no resources in himself and no 
ability to vary his behavior in a very changeable world. 

.The next step follows when his technique fails. Usu- 
ally this failure is in the face of an overpowering situation 
or situations. Often it is said that one does not find a 
cause for a person becoming depressed. Always when one 
looks through the eyes of the patient at what the patient 
is looking, one sees an overpowering and hopeless- 
appearing situation. It may be all the disappointment and 
frustrations of middle age. It may be the appreciation that 
one’s philosophy of religion has failed. Whatever it may 
be, the power to obtain acceptance formerly held is no 
longer there. The technique no longer suffices, he does 
not know how to be himself, so the patient turns to an- 
other method of solving that he has been trying out in 
miniature through the years, but now it becomes his chief 
resource. He attacks himself, saying “it is my fault” or 
“I am to blame.” In other words, he grabs on to a depres- 
sion as an answer. This decision is not usually a conscious 
decision, but a person who has been through many de- 
pressions will tell you that there is a point in the beginning 
when he feels that he makes the decision to give up the 
depression or to pick it up and to make something out 
of it. Frequently the decision is made to continue because 
the person knows what the depression will do but has no 
faith in any other method. 
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After the reaction is established it is self-perpetuating. 
The attack on the self upsets the body functioning and 
the physiology of the body, and the upset physiology adds 
more impetus to the self-attack. The depression becomes 
an entity that has secondary value and may become a 
fixed pattern, a habit of behavior that is beyond the pa- 
tient’s power to change. At this time in the development 
of the disease secondary factors begin to have their in- 
fluence. Usually there is a wife or a husband, but it may 
be an employer or a group that now enters the picture. 
The patient wishes to bring about a change in the attitude 
of this other person or group of persons. Usually, the pa- 
tient is asking for a warmer relationship, but often the 
person the patient is working on is incapable of giving 
warmth. The reaction is maintained until the person 
changes or the patient decides that the effort to bring 
about the change desired is hopeless. In either case the 
depression may end at this point or may be continued be- 
cause of other unsolved goals. 


PHYSICIAN'S ROLE IN DEPRESSION 


The physician’s role in depression is a difficult one. 
He has to go through many harassing scenes. He has to 
be patient and faithful. He has to be willing to take abuse 
and disappointment. There are approximately four steps 
in the therapy of the depressed patient. The first job is to 
convince the patient that the therapist is interested in the 
patient in spite of his illness and often obvious rejection 
of the therapist. This must be done by keeping regular ap- 
pointments and listening patiently to the patient’s story. 
The next step is to let the patient see what he has been 
doing, namely, how he has used a technique all his life, 
how that this technique has failed in the face of his present 
situation, and how he has turned from his old type of 
problem solving into this attack on the self. Since this is 
a learning process, it cannot be done hurriedly. All this 
knowledge has to be learned by the therapist by careful 
observation and study, but he cannot transfer it to the pa- 
tient unless the patient shares in the learning process. 

The third part of the physician’s job is to show the pa- 
tient what it means to be direct and honest with another 
person. This is done by permitting the patient to act 
frankly toward the physician without the physician’s 
withdrawing approval. The approval is of the patient as 
a person, but not necessarily of the behavior. The fourth 
and last step in the therapeutic relationship is the backing 
of the patient as he uses this new direct method of be- 
havior with others. He has to learn that if he goes toward 
others in a sincere fashion saying what he feels and he 
thinks that in the majority of instances he is going to be 
accepted and be able to establish the warm relationship 
he needs. When he is not accepted it will be because his 
attitude is honestly threatening to the other person, either 
because he is actually hostile to that person and should 
not be accepted, or the person is so tied up himself that 
he is threatened by honest behavior. This entire thera- 
peutic process may move along rapidly and be accom- 
plished in a few weeks, or it may take two or three years 
for a person to learn to be free and direct in relations to 
himself and to others. The last step, that of going toward 
others, is frequently the hardest, especially since the pa- 
tient has so little faith in others. Also all along there is 
the temptation to use the technique that was used before 
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the patient became depressed or to use the depression 
and its counterpart, the mania. 

If the patient is so severely depressed that it is im- 
possible to form a relationship other adjuncts to therapy 
can be used. Chlorpromazine [10(+-dimethylaminopro- 
pyl)-2-chlorophenothiazine hydrochloride] and Raw- 
wolfia serpentina sometimes combined with dextroam- 
phetamine (Dexedrine ) can be used. If the patient is still 
unable to form a relationship convulsive therapy is indi- 
cated. After shock treatment the patient has usually 
dropped his depression or mania and is back using his 
original type of adjustment. He and his family consider 
him well, but since this old technique has failed before 
to meet his needs and is a substitute reaction there is al- 
ways a possibility that it will fail again unless he changes. 
He must learn that he can be himself and meet the world 
directly if he wants to be certain he will not again use the 
depressive-mania solution. This feeling of well-being after 
shock thus gets in the way of therapy and prevents the 
obtaining of the final goal of the physician-patient rela- 
tionship, a free person able to meet the world without the 
use of a false technique and capable of total functioning. 


COMMENT 
In the end the person is aware of the depression exist- 
ing as one of the many types of behavior that he can use. 
The self-attack will always remain as a temptation to 
him since he has learned how to use it to close out uncom- 


pleted reactions. He now knows, however, that he does. - - 


not have to use it and that by not getting in the habit of 
carrying uncompleted material along he will not need to 
close out reactions by any of the substitute methods. 
Creative effort and the expression of original ideas are 
two opposites to depressive behavior. When one is 
tempted to use self-blame, self-belittlement, and to resort 
to the “pity me” reaction, the antidote is to do something 
spontaneous and original. To do this calls for a knowl- 
edge that there is the potential to be original and the faith 
in others to see the person’s abilities and not act envious 
or otherwise ugly. It is the fear of such ugly behavior in 
persons close to the patient that gives much pain, that 
prevents the patient from showing himself to others. No 
one is free from artificial superficialities, but if through a 
shared experience persons can obtain flexibility and free- 
dom of action to a fair degree, even though they have had 
many depressions they can live the rest of their lives with- 
out them. The secret of success for the patient is first to 
know what he was doing and why, when he used depres- 
sion, then to learn how to express directly feelings and 
thoughts, and finally to have faith that people will see him 
as he is and to know that they will accept the person that 
they see. 
SUMMARY 

Mania and depression reactions are substitute reac- 
tions that are adopted when other techniques of adjust- 
ment fail. A patient’s return to the former technique is not 
a guarantee that the depression will not be used again. It 
is possible to be assured that this depression will not be 
used again if, through a shared experience with the thera- 
pist, the patient learns to complete uncomplete reactions 
in a direct fashion and obtains that freedom and flexibility 
of movement that comes from being aware that he can 
show his true self and still receive warm acceptance. 
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MANIC-DEPRESSIVE DISEASE IN CHILDREN 


John D. Campbell, M.D., Atlanta, Ga. 


In 1952, after studying a group of young patients 
with endogenous mood disorder for a period of five and 
six years, I reported 18 cases of manic-depressive psy- 
chosis in children.' Subsequent observation of these pa- 
tients, revealing recurrent manic, hypomanic, and de- 
pressive reactions, plus the occurrence of similar ill- 
nesses in close relatives, has emphasized not only the 
correctness of the diagnosis but also the strong familial 
nature of this disease. Furthermore, this study reiterated 
an observation pointed out by Kraepelin,’? that manic- 
depressive disease in many individuals is not merely an 
episodic illness but is more a life-time process or dis- 
turbance. As Kraepelin stated, “it is the general clinical 
morbid picture which concerns us and not necessarily 
the periodicity.” * This study also emphasized that diag- 
noses of psychoneurosis, schizophrenia, and “problem 
children” were being applied to youthful manic-depres- 
sive patients and, consequently, psychodynamic inter- 
pretations were being applied inappropriately. It was 
indicated that the earlier in life the cyclothymic process 
reaches a clinical degree, the more pronounced will be 
the manic-depressive tendency in the patient’s stock. It 
was concluded that the prognosis in individual cases 
does not depend so much on the age of onset of the first 
psychotic episode as it does on the cyclothymic make-up 
or disposition of the individual and his stock. Each 
manic-depressive patient, whether a youth or an adult, 
seems to possess his own pattern of susceptibility, based 
on inherent or constitutional factors. 


LITERATURE 
In a previous work * I reviewed the literature on the 
subject of manic-depressive psychosis in children, point- 
ing out that some writers, like Kanner,* Noyes,’ and 
Henderson and Gillespie,” discount entirely the occur- 
rence of this illness in children, while others, such as 
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Kraepelin,? Bleuler,’ Esquirol, Kasanin,* Strecker ° and 
Olkon,’® not only recognized that manic-depressive psy- 
chosis may occur in children but reported on specific 
cases. Schachter,'! of Marseille, France, for instance, re- 
cently reported the case of a boy with distinct mood 
changes from age 4 to 9 years. Psychomotor retardation, 
lack of interest, and indifference were marked in the de- 
pressed phases, while increased mental and motor ac- 
tivity, gregariousness, and spontaneity became con- 
spicuous in the hypomanic phases. This patient’s mood 
changes occurred, according to Schachter, “without rea- 
son,” although there were emotional disturbances in the 
home that did not influence the child’s reactions either 
way. Schacter stresses congenital factors in the etiology 
and suggests that more of these cases should be followed 
for longer periods in order to obtain a “sounder under- 
standing of the cyclophrenic states in children.” In addi- 
tion to reported cases, I have received considerable cor- 
respondence from physicians who have observed similar 
cases. In fact, if all the cases were recognized this con- 
dition would occupy a significant position in child psy- 
chiatry. 

Since a number of specific cases of manic-depressive 
psychosis in children have already been reported by my- 
self, as well as by other workers, I should prefer in the 
present paper to discuss the symptomatology, psycho- 
pathology, and environmental complications, not of the 
advanced or psychotic cases but of the milder cyclothy- 
mic disturbances that may become the responsibility of 
the general physician or pediatrician. Many of these pa- 
tients struggle through the early years of life, experi- 
encing all kinds of cyclothymic symptomatology, hypo- 
manic and depressive moods, fear reactions, psycho- 
motor retardation, anxiety states, phobias, insecurity, 
crying spells, and somatic complaints, without actually 
experiencing a distinct psychotic episode, although there 
are times when even a close observer cannot determine 
this point absolutely. In fact, if adult manic-depressive 
patients are questioned, and I have had many of them 
state these things to me spontaneously, it will be seen they 
have had depressed moods, feelings of unreality, queer 
headaches, and periods of retardation and overstimula- 
tion since childhood years. 


GENERAL CHARACTERISTICS 

There are certain general characteristics that place 
these young patients in a category of their own. They all 
inherently like people, are friendly and out-going in their 
interests, and strive for group approval. From an early 
age these children manifest a pathological degree of in- 
security that is reflected in their great drive for accom- 
plishment and anxiety to succeed. Schizoid traits are 
conspicuously lacking in this group of patients; while they 
are tense, nervous, fearful, insecure, and often timid, 
there is nothing introverted, seclusive, or eccentric in their 
make-up. Like their adult counterpart, these young pa- 
tients have always assumed a serious, anxious, and wor- 
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rying attitude toward life. Also, like adult manic-depres- 
sive patients, these young patients with cyclothymia are 
notably lacking in ability to analyze their own reactions. 
Even at so early an age, however, these patients betray a 
fear of insanity and social ostracism and are already be- 
ginning to develop modes of evasion and defense. Unlike 
psychoneurotic reactions, these cyclothymic illnesses us- 
ually develop “out of the blue,” and have little or no 
causal relationship to situations in the environment. 
Hence, it is not necessary to find out why the patient is 
depressed to make a diagnosis of an endogenous depres- 
sion. Some of these patients | have observed have been 
scolded and badgered to get them to divulge the cause 
of the depression when actually they are as perplexed by 
the illness as anyone. 

The occurrence of the three classical phases of manic- 
depressive psychosis in the patients I have reported is 
significant evidence for the correctness of the diagnosis; 
while some patients have had all three phases, others have 
experienced only depressions. It is interesting that in 
several of my young manic-depressive patients the mor- 
bid history of the child almost exactly paralleled the mor- 
bid history of a manic-depressive parent, as to age of 
onset, recurrences, types of reaction, and complications. 
Surely, as many have said before, this is the most familial 
of all psychiatric diseases. As to the morbid mood, the 
cyclothymic child is truly depressed and cries because of 
an inexplicable endogenous feeling of despondency and 
hopelessness; the psychoneurotic, on the other hand, is 
only superficially depressed and cries because of alleged 
discriminations in his environment. Due to the morbid 
mood, it is my opinion that manic-depressive disease is 
an important cause of suicide in children and is a subject 
that merits further study. 

Unlike children with psychoneurosis or psychopathic 
personality these young patients are rarely brought to 
the psychiatrist because of delinquent behavior. Several 
of my patients refused to go to school, but this attitude re- 
sulted from depressed spirits, hypersensitiveness, ideas of 
reference, or psychomotor retardation, and could not be 
called willful misconduct. Negativism is never a symp- 
tom in these youngsters. There is a warm, altruistic at- 
titude in each of these patients that causes their teachers, 
as well as fellow students, to like them almost without 
exception. As in the case of manic-depressive adults, 
these young patients are often selected by their fellows 
for such jobs as president of the class and editor of the 
school paper. They are of average intelligence, and their 
natural interests run along literary lines, organization, 
and social activities, as opposed to sports. In all of the 
manic-depressive children I have treated there has been 
a warm and understanding feeling between the patient 
and the physician, with no instance of resentments, pro- 
jection, or rebellion, such as is often observed in psycho- 
pathic or neurotic subjects. Physiologically, these pa- 
tients are on the sympatheticotonic side of the balance, 
manifesting such autonomic disturbances as gastric dis- 
tress, nausea, and vomiting, especially under stress; 
tachycardia; headaches; anorexia; loss of weight; delay in 
menstruation; and insomnia. While these depressed 
youngsters rarely use somatic symptoms as a means of 
evading responsibility, these symptoms often lead to such 
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diagnoses as anemia, run-down condition, parasites, pre- 
menstrual tension, or “adolescence.” If the general phy- 
sician or pediatrician, and in some cases, the psychiatrist, 
will question these patients further they will find that 
the entire illness is overshadowed by a melancholic mood. 
The occurrence of previous episodes, and/or similar ill- 
nesses in close relatives, will clinch the diagnosis. 


Since the family is always anxious to explain melan- 
cholia in children as the result of a simple environmental 
situation, and the physician usually obtains only a cross 
section view of the illness, the diagnosis of psychoneurosis 
is too often made. Only by observing a patient over a long 
period of time and being privileged to study the family, 
as in the case of the following patient to be described, is 
one able to establish the correct diagnosis. 


REPORT OF CASES 


Case 1.—Although this patient was first seen by me when 
she was 6 years of age—she is now 11 and in the fifth grade 
of school—each year the cyclothymic mood swings become 
more pronounced. At age 6, without any apparent cause, the 
patient became nervous, fearful, depressed, excitable, sensitive 
to noise, and subject to despondent crying spells. She saw things 
around her bed at night (distortions), insisting that the light be 
left on or that she sleep with her mother. She was immediately 
observed to be a friendly, approachable child, timid and sorrow- 
ful, but neither distant nor aloof. Her mother stated that she 
had been unable to listen to sad music on the radio, and, after 
returning home from church or Sunday school, the child would 
be depressed and worried about committing certain sins, betray- 
ing strong feelings of guilt. Occasionally at school, where she 
had previously adjusted satisfactorily, she would become nervous 
and excited and have to go home. Anxiety and morbid moods 
were reflected in queries addressed to her mother concerning 
death and people who were dead. Between the ages of 6 and 11 
she had been observed in several distinct exacerbations and re- 
missions in her symptoms, characteristic of cyclothymic per- 
sonality. The mother reported that the periods of depression 
were usually preceded by brief episodes of exuberance, excite- 
ment, and loud talking. In the latter part of 1953 the patient 
first described a “curious feeling like I'm not real,” a symptom 
that has persisted in varying degrees. She would ask: “Mother 
are you really in bed with me?” and “Mother are you really 
in the car with me?” reflecting a distortion of feeling that is so 
common in manic-depressive disease. When periods of depres- 
sion and crying became more frequent she asked her mother if 
she would be better off dead. During the 6 years the patient has 
been under observation, I have treated her sister, her mother, 
and her mother’s sister for typical depressive episodes of manic- 
depressive psychosis, by means of electroshock treatment, with 
satisfactory results. In fact, her mother stated that when the 
patient developed her symptoms she (the mother) recognized 
them at once because she had been a worrying, melancholic 
person since childhood. 


Once one becomes familiar with and looks for this 
malady in children, it is really surprising and uncanny 
how similar are the stories of these young manic-depres- 
sive patients. There is such a consistency in the mood, 
morbid thinking, psychomotor retardation, and resulting 
environmental situations that one must conclude in each 
case that he is dealing with a similar disease process. 

Case 2.—Another 6-year-old child, depressed, nervous, fear- 
ful, and insecure, similar in many respects to the previous pa- 
tient, became obsessed with the subject of incurable disease and 
death. She worried and talked about members of the family who 
were dead. She asked her mother, “Do you think I’m going to 
die?” and once she said, “Mama, maybe I’m afraid I'm going 
to kill myself.” Not only the child’s mother but also her teachers 
had noted a distinct change in the child’s personality. Previously 
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a vivacious, friendly, and attractive child, she had become slug- 
gish and retarded. One day the teacher had on a golden-colored 
dress and the girl had said to her, “Your dress is pretty—I hope 
when I die I'll be buried in a dress like that.” She also had be- 
come more sensitive to religion, betraying feelings of guilt after 
going to Sunday school. Three years after the patient was first 
brought to the psychiatrist, her mother was treated for a de- 
pressive episode by conservative office measures. 

As a result of the timidity, feelings of insecurity, self- 
consciousness, depressed mood, and psychomotor re- 
tardation, it is not unusual for the manic-depressive child 
to want to remain out of school. Fearful of showing his 
nervousness or excitement, this hypersensitive child finds 
it impossible to stand up and read before the class or to 
be corrected by the teacher before the class. One of my 
10-year-old patients, who had previously been accom- 
plished and at ease in the school room, declared that 
having to recite before the class made her heart beat fast 
and hard, made perspiration break out on her face, and 
produced a fear that she might vomit. 

In 1952, at the American Psychiatric Meeting in At- 
lantic City a round-table discussion was held, moderated 
by Dr. R. A. Jensen, on the subject of “The School Pho- 
bia.” This subject of the apparently normal child fearful 
of going to school was discussed by the participants from 
various angles, but chiefly from the standpoint of en- 
vironmental influences and psychodynamic factors. Hav- 
ing at that time studied a number of cases of manic-de- 
pressive disease in children, some of whom had fear and 
dread of attending school as the chief complaint, I made 
the suggestion that this problem of the school phobia 
could well be a symptom of an endogenous depression. 
While there were two psychiatrists present who conceded 
that such children observed by them were also depressed, 
most of those present preferred to overlook the possibility 
of illness within the child himself. Several used the time- 
honored mechanism of blaming the parents. Since that 
time I have pursued this subject further and now feel 
that 75%, if not more, of otherwise well-adjusted chil- 
dren who develop the school phobia, are really suffering 
with an endogenous depression. If once certain pre- 
conceived notions of etiology could be shaken off, such 
as environmental and psychodynamic factors as the cause 
of every psychiatric illness, especially in children, perhaps 
the patients could be studied more objectively and scien- 
tifically. 

Case 3.—A _ 12-year-old daughter of an executive was a 
friendly, likeable extrovert, but she was timid and insecure. Her 
mother stated that the child had always liked to play with other 
children but was easily excited and particularly intolerant to 
noise. When first examined in 1952, the child was troubled with 
insomnia, lying awake and crying at night, unable to concen- 
trate on her school work, and pitifully begging her parents to 
let her stay out of school. Although she made good grades in 
school she reproached herself, saying that she did it for the 
glory, for selfish reasons, and therefore, called herself a hypo- 
crite. This depressive episode lasted three months. The patient 
returned to the psychiatrist two and one-half years later, this 
time depressed and anxious but more specifically worried about 
what her attitude should be toward boys; if she allowed them 
to pet her she lay awake at night, conscience-stricken and tear- 
ful. If she did not allow attentions from boys, she was fearful 
that she would be called a prude by all her friends at school. 
In fact, during recent weeks, ideas of reference had grown to 
fairly large proportions, causing the patient to develop a feeling 
of persecution concerning her schoolmates. 
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It will be noted that the delusional thinking of these pa- 
tients, as in other manic-depressive patients, is a relative 
deviation from normal and results from such emotional 
disturbances as depression, sensitiveness, ideas of refer- 
ence, and feelings of guilt and remorse. Illusions, dis- 
tortions, misinterpretations, and psychomotor retarda- 
tion also play their part in complicating the psychotic 
process but there is not the bizarre or qualitative change 
in mental processes such as is observed in patients with 
schizophrenia. Incidentally, the patient in case 3, as well 
as the previous two described, improved satisfactorily 
with rest, small regular doses of phenobarbital, and reas- 
surance to both the patient and parents. Electroshock 
therapy is not necessary in the very young patients and 
only for the more profound depressions, or manic reac- 
tions, of the older patients. I have given electroshock 
treatment to a dozen patients around the ages of 12 to 14 
years, and in several other cases electroshock treatment 
might have prevented a prolonged illness. 

The manic-depressive child is not infrequently brought 
to the psychiatrist, not as a disciplinary problem per se, 
but as the result of an emotional conflict between the 
patient and one or both parents. With his life distorted 
by a melancholic mood, but observing other children go- 
ing cheerily about their work and play, the child strives 
to explain his own sad outlook on life. When his family 
asks him why he is so despondent the question itself 
makes him keenly aware of their inability to give him any 
help. Thus, when he (or she) is unable to account for 
the inexplicable mood that has settled like a cloud over 
his life, he often blames his parents, either for not teach- 
ing him enough about the facts of life, for not loving him 
enough, or for not providing him with enough of the 
worldly signs of happiness and contentment. One of my 
patients in such a state concluded that she was an orphan 
and did not belong to these parents at all. A depressed 
girl of 14 blamed her father, who was a middle-class, 
hard-working salesman, for not being more successful, 
for making his family live in a poor neighborhood, and 
for his contentment with a mediocre existence. When 
asked why she was depressed, another girl, aged 14, said 
that as long as she could remember she had heard her 
parents discuss their financial status, as a result of which 
she would go off alone and cry despondently. Another 
youth, so afflicted, who happened to be the son of rich 
parents, declared that the weakness in himself that made 
him susceptible to “these blue spells” was due to the fact 
that he had never had to suffer any hardships in life. 
Thus, each child attempts in his own way to analyze his 
own predicament. 

Unfortunately, in too many instances, these patients 
fall into the hands of a dynamically oriented internist, pe- 
diatrician, or psychiatrist, who overlooks entirely the 
melancholic illness in the child, accepting the patient’s 
conclusion that his unhappiness is due to neglect or re- 
jection on the part of the parents, or the physician pro- 
duces a so-called dynamic interpretation from his own 
store-house of psychiatric theory, which is practically ir- 
relevant to the case in hand. Thus, the child’s tears and 
anguish are blamed on a lack of love, and his fear and 
insecurity on a lack of afiection, and parents, whose every 
thought in life has been the happiness and welfare of their 
children, are given the absurd explanation that their 


1955 


Vol. 158, No. 3 


child’s illness is due to their own neglect and callousness. 
This explanation becomes even more ridiculous when it 
is discovered, by casual conversation with the parents, 
that from the child’s earliest years they realized, because 
of his inherent sensitiveness and nervous tension, that 
they would have to give him more attention and reassur- 
ance than their other children. When the dynamically- 
oriented physician observes this he may come up with the 
shop-worn explanation that the child’s illness is due to 
“smother love” or “mother fixation.” Besides being sci- 
entifically incorrect these theoretical interpretations not 
only do not help the patient but they confuse and aggra- 
vate the parents. As time goes on the depression may 
persist, or recur frequently, the patient becoming more 
distant and critical, the parents more saddened and 
frustrated. 

Incidentally, it is characteristic and diagnostically sig- 
nificant, that the resentments and accusations made by 
cyclothymic individuals are usually mellowed by feelings 
of guilt and remorse. A 12-year-old girl, for instance, 
who resented her father, blaming him for all of her un- 
happiness, cried pitifully, saying it was sinful not to love 
one’s parents. Thus, as a result of all this misunderstand- 
ing and conflict, the manic-depressive child is occasion- 
ally brought to the psychiatrist with the chief complaint 
by the parents that the child wants to leave home, to live 
away from the parents. The child may wish to leave for 
reasons already explained or because one or the other 
parent is of a depressive disposition, the youth deciding 
that his own unhappiness is due to the “gloomy environ- 
ment in which I have to live.” It is certainly true that so 
great is the sympathy between manic-depressive relatives 
that a depressive illness in a parent acts as an aggravating 
factor in the precipitation of a depressive illness in the 
child, or vice versa. On the other hand, the child’s deci- 
sion to leave home may be based on other conclusions re- 
sulting from the melancholic mood. For instance, a 13- 
year-old girl, tearful, nervous, depressed, irritable, con- 
fused by inexplicable emotions, and extreme hypersensi- 
tiveness, objected to the least helpful suggestion on the 
part of the parents. Declaring that her family “simply 
does not understand teen agers,” this patient proudly 
planned to go away and live independently. Often these 
patients have pursued their false reasoning so long, before 
coming to the physician, that it is difficult to unravel the 
erroneous conclusions and resentments on the part of 
the patient, as well as the guilt feelings and confusion on 
the part of the parents. 

There is a streak of altruism in every manic-depressive 
and this is often a conspicuous, if not troublesome symp- 
tom in children with a cyclothymic-personality. Identifi- 
cation with the underdog, associating with people be- 
neath one’s social status, preoccupation with religion, 
social work or charity, and idealism concerning political 
beliefs are examples of such symptoms in depressive 
youngsters. The manic or hypomanic phase, as in adults, 
not infrequently manifests itself as overenthusiasm along 
one or more of these various lines. One of my young de- 
pressed patients took up with an off-brand religious de- 
nomination, arguing that other churches were too money- 
minded and worldly. A boy of 16 joined a communist- 
controlled peace organization, sorrowfully seeking an 
outlet for his melancholic idealism. 
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COMMENT 

These young patients who suffer recurrent depressions 
or are retarded by a more-or-less chronic and inherent 
state of melancholia demand a new look at interpreta- 
tions of emotional illness in children. Child psychiatry in 
this country has emphasized the psychodynamic school, 
blaming parental influences, early impressions, and en- 
vironmental situations as the cause of nervous conditions 
in children. Very little attention has been given to the 
stock from which an individual sprang, or to the constitu- 
tional make-up of the child himself. In spite of the fact 
that in general medicine such conditions as diabetes, 
myopia, mental deficiency, and dentition in children are 
assumed to have a constitutional basis, in psychiatry it 
is felt that everything must be explained on an environ- 
mental basis. Leo Kanner,‘ who minimizes the impor- 
tance of manic-depressive disease in children, recognizes 
a syndrome of depression, crying spells, hypersensitive- 
ness and phobias in youths, but blames it on faulty pa- 
rental instruction. It is so easy to find mistakes made by 
parents in the rearing of children that psychiatrists, and 
other physicians as well, have taken a superior, authorita- 
tive attitude, often quoting trite formulas and psychody- 
namic interpretations, without considering the possibility 
of illness within the child himself. While the importance 
of environment must not be overlooked in the correction 
Oi nervous disorders in children, some workers have ac- 
tually reached the dead-end in the practice of child psy- 
chiatry that their work consists entirely of tHe pronounce- 
ment of one or the other of these stereotyped formulas. It 
should be emphasized that the manic-depressive child’s 
life is often complicated by environmental situations and 
problems, but these usually occur as a result of his psy- 
chopathology and are not in themselves the cause of the 
psychopathology. 

It has been postulated that traumatic experiences in 
childhood cause maladjustments at adolescence and 
neuroses later in life, but who has proved this to be a 
fact? Thorner ** states that “some children are so en- 
dowed by nature that they can compensate for almost any 
untoward influences in their environment.” The psycho- 
dynamic school of psychiatry seems to allow the child no 
credit at all for individual adaptability. It would appear 
that the very history of America, with its many examples 
of log-cabin-to-president personality, or from the slums 
to executive type of success story, should show the dis- 
crepancy in this kind of reasoning. If patients were 
studied as if the physicians were original observers, and 
not simply to repeat by rote unproved theories, it would 
readily be seen that child psychiatry is not always a 
case of parental neglect, misunderstanding, rejection, or 
discord in the home. There are such things as endogenous 
emotional disorders in children, and these occur much 
more frequently than have ever been supposed. To prove 
these observations, the young patients, their parents, sib- 
lings, uncles, and aunts must be studied over a long pe- 
riod of time, and physicians must not be content with 
stereotyped formulas, so-called dynamic interpretations, 
which are too often preconceived theories having little 
bearing on the individual being studied. 

490 Peachtree St., N.E. (3). 


12. Thorner, M. W.: Psychiatry in General Practice, Philadelphia, W. B, 
Saunders Company, 1948, 
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THE HOMEBOUND CHILD 


Helen M. Wallace, M.D., Robert S. Siffert, M.D., George Deaver, M.D. 


and 


Eufelia Pingitore, M.D., New York 


In a highly urbanized area many types of medical care 
and educational opportunities exist for the handicapped 
child. Medical care is provided traditionally by the prac- 
ticing physician and in outpatient and inpatient services 
of hospitals and convalescent institutions. Education is 
provided in regular and special classes in public schools, 
in a few special schools, in hospitals and convalescent 
institutions, and by the assignment of special teachers 
for the homebound child. In some communities, the 
medical and educational resources for the school-aged 
child are well coordinated; in other communities they are 
poorly or not at all coordinated, so that the needs of 
handicapped children are inadequately met. 


THE NEW YORK CITY “PILOT” PROGRAM FOR THE 
ORTHOPEDICALLY HOMEBOUND CHILD 

There are two major groups of handicapped children 
in New York City receiving home instruction from 
teachers provided by the New York City Board of Edu- 
cation—800 children with a primary diagnosis of an 
orthopedic handicap and 300 children with a primary 
diagnosis of rheumatic fever or heart disease. Presumably 
these two groups of children are so severely disabled that 
they are unable to take advantage of the door-to-door 
transportation to attend school, even with the provision 
of transportation and special classes within the public 
school system. Late in 1952 a “pilot” program of team 
evaluation of the entire orthopedically handicapped 
homebound group of school-aged children was initiated. 
The names of such children were secured from the board 
of education. Corresponding records of the Bureau for 
Handicapped Children of the department of health were 
reviewed. A letter was sent to the medical treatment agent 
or agency (private physician or hospital clinic) explain- 
ing the proposed new program, requesting medical per- 
mission to evaluate each child on the list, and requesting 
an abstract of the child’s record and status. Complete co- 
operation was secured in obtaining the permission and 
usually in obtaining the abstract. In certain instances, 
social data were also made available by the social serv- 
ice departments of hospitals in which the child was under 
medical care, by the home teacher, or by other agencies 
that were actively interested in the family. After this step, 
a medical social worker of the staff visited the child’s 
home, discussed the proposed evaluation with the child 
and his parents, evaluated the home and family situation, 
and secured the family’s permission to have the child 
evaluated. When the family’s permission and interest 
were secured, an appointment was made for the child to 
be seen by the team (an orthopedic surgeon, physiatrist, 
pediatrician, and medical social worker) at the Institute 
of Physical Medicine and Rehabilitation of the New York 


From the Bureau for Handicapped Children of the New York City 
Department of Health and the Institute of Physical Medicine and Rehabili- 
tation of the New York University—Bellevue Medical Center. 


University—Bellevue Medical Center. After the child was 
seen by the team, each member submitted a report of 
his findings, and a complete report of medical and social 
service findings and recommendations was sent back to 
the private physician or hospital. The recommendations 
fell into specific areas, such as medical care, school place- 
ment, social service, vocational guidance, and recreation. 
Several months after the letter was sent to the medical 
agent or agency, various team members reviewed the 
child’s record in the Bureau for Handicapped Children 
to ascertain which recommendations had already been 
carried out and which required further follow-up. Any 
follow-up indicated was then initiated by the respective 
team members. 


TABLE 1.—Treatment Agent or Agency 


No.of %of 
Type of Medical Care Cases Total 
With approved orthopedic 51 
With nonapproved orthopedic service.............. x 
Under care of both approved and nonapproved 
Qualified orthopedic 5 
Private physician plus 1.3 
Under care of approved orthopedie service and 


* Consisted of three general practitioners, one unqualified orthopedic 
surgeon, one qualified surgeon, and one qualified internist 
t Bureau of Child Guidance of the board of Bes mony 


Analysis of Children Evaluated.—Seventy-four chil- 
dren have been evaluated by the team. This group of 
children represents practically all of the orthopedic home- 
bound school-aged children in the borough of Manhattan. 

Age Distribution.—Ot the 74 children evaluated, 31 
(41.9% ) were 10 to 14 years of age, 25 (33.8% ) were 
15 to 19 years of age, and 18 (24.3%) were 5 to 9 
years of age. The youngest child was 5 years old and the 
oldest child 19 years. The surprising finding was the 
large number of children in the adolescent age group. 

Treatment Agent or Agency.—Of the 74 children eval- 
uated, 60 (81.1% ) were under the care of hospitals, 
most of which are approved by the Bureau for Handi- 
capped Children of the department of health to partici- 
pate in the orthopedic phase of the bureau’s state-aid 
medical rehabilitation payment program. Eleven children 
(15% ) were under the care of private physicians, half 
of whom were qualified orthopedic surgeons. Only one 
child (1.3% ) was under no medical care (table 1). 

Duration of Home Instruction.—The data on duration 
of home instruction are shown in table 2. Fifty-three per 
cent of the children had received home instruction for a 
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period of 12 or more months, and 40.4% of the chil- 
dren had received home instruction for a period of 24 
or more months. The average duration of home instruc- 
tion for the entire group of children was 28.7 months, 
the shortest was one month, and the longest 120 months. 

Diagnosis.—The diagnoses of the 74 children are 
shown in table 3. As might be anticipated, cerebral palsy, 
poliomyelitis, and muscular dystrophy represent the three 
major diagnostic groups; together, they represent 39 
children or 52.7% of the total group. 


RESULTS OF EVALUATION 

School Placement Recommendations.—The team 
members evaluating the handicaps recommended that 
29 children (39.2% ) remain on home instruction and 
that 37 children (50% ) return to school. It was recom- 
mended that 16 of the children returning to school re- 
turn directly to regular class and that 10 return to spe- 
cial class, while 11 were placed in unspecified schools. 
It was recommended that two children (2.6%) be 
admitted to a hospital for inpatient care. Of the 37 chil- 


TABLE 2.—Duration of Home Instruction 


No. of % of 


Duration, Months Cases Total 


dren recommended for return to school, 18 are now 
attending school, and all but 3 of these 18 children are 
in regular classes within the school system. The recom- 
mendations were not applicable to three (one child who 
graduated high school and two children who are severely 
mentally retarded). Three cases are pending. 

Medical Recommendations.—The team made specific 
medical recommendations for 35 of the 74 cases eval- 
uated. The major group of medical recommendations fell 
into the area of medical care and supervision (16 chil- 
dren). Other rehabilitation measures were suggested for 
eight children, and five children needed equipment of 
various types. A weight-reduction regimen was recom- 
mended for five children to assist them in ambulation. 
Possible admission to a state institution was considered 
for one child (table 4). 


Social Service Recommendations.—Additional social 
service assistance was recommended for 11 families 
(14.9% ). Of this group, nine families were found to be 
seriously in need of better housing. 


Recreation Recommendations.—Recreational activi- 
ties were recommended for 17 children (23% ). 
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Vocational Recommendations.—V ocational guidance 
was recommended for 11 children (14.9% ). This group 
of 11 children represents about one-quarter of the 43 
children over the age of 14 years who were evaluated. 


TABLE 3.—Diagnosis 


No. of 
Cases 
Prenatal influences and injuries associated with birth 
Eecentro-osteochondrodysplasia (Morquio’s disease)... 
Inteetions 
1 
Multiple rheumatoid arthritis (Still's disease)......... 1 
Trauma or physical agents 
New growths 
1 
Unknown or uncertain causes 
Osteochondrosis of capital epiphyses of femur 
Hereditary sclerosis, spinal form (Friedrich’s ataxia) 1 
1 
TABLE 4.—Medical Recommendations 
No. of 
Type of Recommendation vs Cases 
Equipment 
Medical supervision and care 
1 
Screening for hospital admission........................ 6 
General urinary studies, bowel and bladder training... 1 
Neurological examination and weight reduction........ 1 
Rehabilitation measures (other) 
Physical, occupational, and speech therapies........... 
Crutch-walking, physical therapy at home.............. 1 
Muscle reeducation, to be taught walking.............. 1 
Swimming and postural exercises...................000. 1 
Other 


Psychometric test, possibly admit to state institution 1 


Total 


COMMENT 
Perhaps the most outstanding observation resulting 
from analysis of the forgoing data was the recommenda- 
tion that one-half of the homebound children were con- 
sidered by the evaluation team as physically capable of 
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returning to school immediately. This one finding alone 
would justify a public health program that included a 
team evaluation of the orthopedic homebound group of 
children of school age. Since most of the children were 
under the medical supervision of hospitals with approved 
orthopedic services, it naturally occurs to inquire how 
and why such a large proportion of the children were 
misplaced. The answer is that the degree of supervision 
by hospital outpatient services in most instances was 
small; in many cases the supervision lacked careful fol- 
low-up methods. Many orthopedic hospital outpatient 
services are overcrowded and understaffed, particularly 
from the viewpoint of medical, therapy, and social serv- 
ice personnel. None of the outpatient services for ortho- 
pedically handicapped children functioned on a compre- 
hensive team basis, so that the varied professional serv- 
ices necessary for good care of the handicapped child 
were either absent or not coordinated. Furthermore, none 
of the hospital outpatient services in New York City ex- 
tend physically beyond the hospital walls toward the care 
of the patient within his own home. This is borne out by 
the fact that about one-half of the children were found 
to be in need of additional medical care, 15% required 
additional social service assistance and vocational guid- 
ance, and 23% required recreational activities. 

The logical solution to the needs of this group of chil- 
dren who must remain homebound—the “hard core” 
group—would appear to be the provision of a home-care 
program, organized on a team basis. The essential mem- 
bers of such a team would logically be the medical special- 
ists, the social worker, the public health nurse, the various 
therapists, the nutritionist, the psychologist, and the rec- 
reation worker. At present, plans are being formulated 
for an experimental home-care program for handicapped 
children in New York City. For those children who are 
not in the hard core homebound group, it would seem 
that the problem must be resolved through the provision 
of a wider range of rehabilitative services within the 
school program, such as attendants on buses, ramps at 
school entrances, and the development of a coordinated 
program of rehabilitation and education similar to that 
which is now being provided in the special cerebral palsy 
units for children between the ages of 4 and 10 years. 

Another interesting observation of practical signifi- 
cance is that most of the children in the orthopedic home- 
bound group are in the adolescent age range, although 
over one-third of the children diagnostically fall into the 
category of prenatal influences and injuries associated 
with birth (table 3). This finding demonstrates that early 
case-finding of handicapped children needs to be im- 
proved, if these children are to be discovered as early 
as possible and if early treatment and rehabilitation meas- 
ures are to be instituted so that optimum results can be 
achieved. 

The problem of adequate housing for a family with 
a severely disabled member may create an almost intol- 
erable situation for all concerned, whether or not the 
severely disabled person is considered to be within the 
hard core homebound classification. On the one hand, 
the child who could get outside and go to school if he 
did not have to navigate flights of stairs is literally im- 
prisoned in his home. On the other hand, the family that 
lives in deteriorated surroundings, where overcrowding 
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is also a problem, has the added strain of attempting to 
incorporate a severely disabled member into an already 
stressful situation. Certainly, expansion of facilities for 
adequate housing to such families would not only offer 
the opportunity for return to school for many children 
but also make a home-care program more successful for 
those who cannot return to school. 

Once the child returns to school, the community must 
be prepared to take steps in providing essential services 
within the school system. In other words, if half of the 
homebound orthopedic group can be returned to school 
immediately, certain services will be necessary for them 
at school; these services include medical supervision, 
social service assistance, and therapy services. These es- 
sential medical and health services for handicapped chil- 
dren have been lacking within the public school and 
public health systems of New York City, and the pro- 
vision of them is essential not only for this group of home- 
bound children who are able to return to school but 
for many children now in orthopedic classes in public 
schools. These findings in the homebound orthopedic 
group are probably in part applicable to the homebound 
group with rheumatic fever or heart disease as well. It 
is suggested that a pilot program to study this latter group 


be initiated. 
SUMMARY 


Findings and results of team evaluation of 74 orthope- 
dically handicapped, homebound children of school age 
in New York revealed the following facts. 1. The 
average duration of home instruction was 28.7 months. 
2. Cerebral palsy, poliomyelitis, and muscular dystrophy 
represent 53% of the diagnoses of the total group. 
3. Fifty per cent of the children can be returned from 
home instruction to school and 39% should remain on 
home instruction. 4. One-half of the children had. addi- 
tional medical needs, 15% had social service and voca- 
tional needs, and 23% had recreational needs. 5. Al- 
though many of the children had a condition that may 
be due to prenatal or congenital influences, the majority 
of the children were in the adolescent age group. Earlier 
case-finding and closer medical supervision might re- 
sult in greater gains for these children at an earlier age. 
6. In spite of the fact that most of the children were 
under the medical supervision of hospitals with approved 
orthopedic services, there was generally poor follow-up 
of medical care and poor supervision of outpatient treat- 
ment. 

It was believed that this pilot study of children with 
orthopedic handicaps on home instruction in New York 
City shows the need for: (1) closer hospital supervision 
of this group on an outpatient basis from the medical, 
social service, and therapy viewpoints; (2) provision for 
the necessary medical and health services for children in 
special orthopedic classes in public school; and (3) a com- 
prehensive home-care program for those severely handi- 
capped children unable to attend school. An ongoing 
program including periodic evaluation of children on 
home instruction by a team such as was involved in the 
present study would probably result in more careful 
school placement and a genuine improvement in the 
outpatient care of this often neglected group of handi- 
capped children. 
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VITALLIUM MOLD ARTHROPLASTY OF HIP 


END-RESULT STUDY 


George Hammond, M.D., Howard R. Crawford, M.D. 


and 


G. Edmund Haggart, M.D., Boston 


From June, 1939, to January, 1953, 114 Vitallium 
mold arthroplasties of the hip for various disabilities were 
performed at the Lahey Clinic on 104 patients. The pur- 
pose of this paper is to evaluate, carefully and objectively, 
the end-results of this procedure by both history and clin- 
ical examination.' These patients ranged in age from 15 
to 67 years, and 85% were between the ages of 20 and 
59 at the time of operation. Fifty-eight per cent of the 
patients were females. The great majority of the patients 
complained of progressive, disabling pain in the hip, as- 
sociated with stiffness, limp, and difficulty in walking. 
A few patients had ankylosis in poor position, which war- 
ranted operative correction. Arthroplasty was advised for 
10 patients who had incapacitating bilateral hip disease. 
The exact diagnosis of the pathological process in the hip 
was readily indicated by the history, examination, and 
roentgenograms in the majority of patients, but there 
were a significant number in whom the underlying cause 
of a degenerative arthritis was not too clear. It was dif- 
ficult at times to state whether the arthritis was secondary 
to long-standing osteochondrosis of the capital epiphysis 
of the femur (Legg-Calvé-Perthes disease), a congenital 
acetabular dysplasia, or a mild, slipped, upper femoral 
epiphysis. The diagnosis made in each of the 114 hip 
joints is classified in table 1. 

Mold arthroplasty was advised in this group of patients 
after careful analysis of their symptoms, clinical findings, 
roentgenographic changes, and occupation. Great im- 
portance was assigned to the surgeon’s estimation of the 
patient’s mental disposition and ability to cooperate, both 
mentally and physically, in the somewhat prolonged post- 
operative program for restoration of muscle power, joint 
motion, and walking capacity. Vigorous, muscular, physi- 
ologically young persons who were not overweight were 
the best candidates for this operation. The obese patient 
must reduce his weight to a relatively normal level before 
arthroplasty is done, and failure to cooperate in this re- 
gard may be an indication that the patient is not a good 
candidate for this procedure. Patients with unilateral hip 
disease who would return to hard, physical labor were 
usually advised to have arthrodesis. Arthroplasty was 
considered the procedure of choice in patients with bi- 
lateral hip disability. In the rare adolescent patient who 
is sufficiently incapacitated to justify this procedure, 
growth from the upper femur should be complete. In 
every case, the operation, postoperative care, and prog- 
nosis were completely discussed, since the patient should 
fully understand and accept the procedure and the 
chance, as with any operation, of not being satisfied with 
the result. The patient was also informed of acceptable 
alternative operations. 


Many of the 104 patients in this series were treated 
for a long trial period by a conservative program of ther- 


apy consisting largely of limitation of weight-bearing ac- 
tivities, reduction in weight, the use of support such as 
cane or crutches, change of occupation when indicated, 
and the use of salicylates and of physical therapy. This 
treatment did not result in sufficient relief of symptoms 
in these patients, but, in a large number of patients with 
disorders of the hip, conservative measures have often 
been completely adequate. Nonoperative treatment is 
usually the method of choice in the aged and poor risk pa- 
tients and in those whose symptoms do not warrant op- 
eration. We do not believe it wise to carry out arthro- 
plasty in a patient with insufficient symptoms simply be- 


TABLE 1.—Classification by Diagnosis in 114 Hip Joints 


No. of 
Pathological Process Joints 
Old congenital hip deformations. 28 
Acetabular dysplasia with subluxation. 
Complications of fracture ot femoral neck.................... 11 
Complications of old traumatie dislocation, reduced and 
Osteochondrosis of capital epiphysis of the femur........ 8 


Rheumatoid arthritis ........ 


4 
Idiopathic avaseular neerosis................ ey 3 
Old slipped epiphysis.................. 1 


* Before operation this was thought to be dezenerative arthritis. 


cause the roentgenograms show an abnormality that 
usually progresses to disability. Such prognostication is 
notoriously inaccurate, and it is far wiser to delay this 
procedure until the symptoms and findings warrant it. 
Furthermore, if mold arthroplasty is done in the absence 
of disabling preoperative symptoms, the patient will not 
be satisfied with less than an excellent result, which ob- 
viously cannot be guaranteed. 


From the Department of Orthopedic Surgery, the Lahey Clinic. 

Read before the Section on Orthopedic Surgery at the 103rd Annual 
Meeting of the American Medical Association, San Francisco, June 24, 
1954, 
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Blount, W. P., editors, Ann Arbor, Mich., J. W. Edwards, 1947, pp. 249. 
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OPERATION 


There is no need to repeat the description of Smith- 
Petersen’s approach for arthroplasty and his operative 
technique,” which was followed, with minor variations, 
in this series of operations. The arthroplasty was per- 
formed on the right hip in 55 patients (48 % ), on the left 
hip in 39 patients (34% ) and on both hips in 10 patients 
(18% ). A routine mold arthroplasty was done on 106 
hips (93% ), and a modified arthroplasty was performed 
on 8 hips. The modifications were necessitated by com- 
plications resulting from old fractures of the femoral 
neck in six instances and by conditions resulting in a 
short femoral neck in two. A Whitman reconstruction 


TABLE 2.—Postoperative Complications of 114 Mold 
Arthroplasties of the Hip in 104 Patients 


Complication No. 
Thrombophlebitis, lower 6.0 


Wound infections 


1 


TaBLe 3.—Secondary Operative Procedures After 114 Mold 
Arthroplasties of the Hip in 104 Patients 


Operation No. % 
9.0 


Manipulative reduction 
Subluxation 
Ligation of extremity veins 
Obturator neurectomy 


wotel (4 patients). 60 


of the hip with a mold placed on the reshaped neck 
was carried out on three patients who had nonunion 
of the femoral neck, one patient with avascular necro- 
sis of the head with healed fracture, and one patient 
with avascular necrosis of the head following an earlier 
routine arthroplasty. A nonunion fracture of the fem- 
oral neck with absorption of the neck and avascu- 
lar necrosis of the head prompted the use of a Colonna 
reconstruction, with the mold placed on the reshaped 
greater trochanter. One patient with a nonunion fracture 
of the femoral neck and absorption of the neck of the 
femur had an intertrochanteric mold arthroplasty with 
transplantation of the greater trochanter. The fourth 
modification consisted of a conventional arthroplasty 


2. Footnotes 1d and e. 
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with transplantation of the greater trochanter in a patient 
with a short, thick neck resulting from long-standing 
osteochondrosis of the capital epiphysis of the femur. 

An anterior acetabuloplasty for adequate exposure of 
the joint and for facilitating dislocation was performed 
in most of the operations. The shallow, oblique acetabu- 
lum should be made adequate and stable by reaming, to 
avoid subluxation and dislocation. There was a tendency 
to minimize rather than to overdo this important step in 
such hips in this series. The mold should ride in the 
acetabulum and on the femur in a neutral position, avoid- 
ing a varus position, and the edge of the mold should 
extend well beyond the margins of the acetabulum. 

The postoperative care, as described by Smith-Peter- 
sen,'‘ has been adhered to in general. The use of crutches 
with partial weight-bearing has been encouraged for a 
relatively prolonged period. In addition to other forms of 
non-weight-bearing exercises, swimming has apparently 
been very beneficial to many of these patients. Full weight- 
bearing must be delayed until, as judged from roentgeno- 
grams, the superior surface of the acetabulum is covered 
by bone of sufficient firmness. 

The total period of hospitalization for patients varied 
from 26 to 298 days (one or more hospitalizations) and 
averaged 74 days. This average is high and is partially ex- 
plained by complications, secondary operations, revision 
of arthroplasties, and the bilateral operations. The aver- 
age length of hospitalization for the patients with uni- 
lateral involvement was 63 days. 


POSTOPERATIVE COMPLICATIONS 

There were 37 complications in 28 patients (table 2). 
The four instances of pulmonary emboli were nonfatal. 
Wound infections occurred in nine hips (7.8%). In 
three hips, the infection was superficial and easily con- 
trolled; however, there were six deep wound infections, 
and, in each instance, a poor result was obtained. The in- 
fection was controlled in one by drainage and by removal 
of a screw fixing the transplanted trochanter, but a patho- 
logical dislocation resulted and has persisted. In a second 
case, drainage and removal of the mold were required. 
In the remaining four hips, a definite pyogenic arthritis 
with osteomyelitis followed. All patients were treated by 
drainage and removal of the mold, and, in two of the four, 
removal of infected and sequestrated bone comprising 
the femoral head and neck was necessary. As further se- 
quelae, dislocations developed in two of the patients with 
pyogenic arthritis, making a total of three patients with 
chronic pathological dislocations. 

It must be pointed out that two of the six patients with 
deep infections had preoperative infections of the hip 
joint that were considered inactive at the time of arthro- 
plasty. One of these patients had had an old, healed, pyo- 
genic arthritis, presumably due to the gonococcus, and 
the other had had infection following operation elsewhere 
for insertion of a Smith-Petersen nail in a fracture of the 
femoral neck. 

In addition to the dislocations in cases of infec- 
tion, five dislocations of the cup in four patients and 
three subluxations occurred in the early postoperative 
period. The dislocations and one subluxation were man- 
aged by revision of the arthroplasty, and the second pa- 
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Arthrodesis 3 6 
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tient with subluxation had a revision elsewhere. The third 
subluxation was corrected by manipulation. One patient 
with peroneal palsy and another with brachial plexus 
palsy recovered completely. In one tuberculous hip a 
sinus developed after operation, which necessitated re- 
moval of the mold and arthrodesis. 

There has been no operative mortality. One patient, 
however, died of acute miliary tuberculosis three months 
after mold arthroplasty was performed for avascular 
necrosis of the head after fracture of the neck of the 
femur. After reviewing this case, we considered it de- 
batable whether the operation had any influence on the 
unfavorable outcome. Seven more patients have died of 
causes completely unrelated to the arthroplasty. 


SECONDARY OPERATIVE PROCEDURES 


Secondary procedures (table 3) were done in only 34 
cases (33% ). In some cases the procedures were com- 
bined in one operation. Adductor tenotomies were car- 
ried out as separate operations in this series of cases. 
Revisions of the mold arthroplasty were done on 13 hips 
at a variable time after the primary operation, because 
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END-RESULTS 

To be counted in the end-results in this study, every 
patient was required to: (1) have had the operation at 
least two years previously, (2) answer a detailed ques- 
tionnaire before reporting to the clinic, (3) be interviewed 
again in regard to all residual symptoms, (4) have a 
thorough orthopedic examination, and (5) have an an- 
teroposterior roentgenogram of the pelvis and a lateral 
view of the hip or hips that had been operated on. Twenty- 
two pat.ents on whom 24 arthroplasties were performed 
were not eligible for this review because: (1) three pa- 
tients could not be located, (2) four patients could not 
return for examination although they reported by ques- 
tionnaire, (3) seven patients had had the operation less 
than two years before this study, and (4) eight patients 
are dead, Thus, 82 cases (79% of the total) comprising 
90 mold arthroplasties qualified for analysis of the end- 
results. The minimal follow-up period was 2 years and 
the maximal was 14 years and one month. The average 
follow-up period for the entire group was seven years 
and three months. Sixty-five per cent of these patients 
have been interviewed and examined five or more years 


TasLe 4.—Standards for Judging Subjective and Objective Results 


Subjeetive Factors Result Objective Factors 
No pain; walks normally without limitation or support; ean put on shoes and socks, Excel- Normal gait or slightest limp: does not require 


walk up and down stairs normally, and sit in low chair; returned to former ocecu- lent use of cane or crutch; flexion 90 degrees or 


pation without limitation of activities; very satisfied with result 


Minimal pain: can perform all usual and necessary walking activities with the optional Good 


assistance of one eane; can put on shoes and socks, walk 


to moderate work; well satisfled with result 


Moderate, bearable pain that is definitely improved over preoperative status; activities Fair 
increased but are moderately limited and may necessitate use of one 
erutch: may do sedentary or light work only; satisfied that improvement has been 


attained 


Pain that may be severe or unchanged over preoperative status: very limited or no Poor 
improvement in walking ability; frequently uses canes or crutches; poor mobility; 


may be unable to work and earn living; not satisfied with result 


cane or one 


more; abduction 30 degrees or more; flexion 
deformity 0-15 degrees 


Walks well with mild liinp: may use cane part 


up and down. stairs time: flexion 60-90 degrees: abduction 15-30 
normally, and sit in low chair; returned to previous Occupation or is rehabilitated 


degrees; flexion deformity 15-25 degrees 


Gait improved but moderate limp persists; often 
uses cane or crutch part or tull time; flexion 
30-60 degrees; abduction 0-15 degrees: flexion 
deformity 25-40 degrees 

Gait unimproved or worse; may walk only with 
2 canes or 2 erutches; flexion 0-30 degrees; 
abduction 0: may be adduction deformity; 
flexion deformity over 40 degrees 


of distressing pain or limited motion, or both. The indi- 
cations for the revision were large bony spurs about the 
mold margins in six patients, dislocations of the mold in 
three, subluxation of the mold in one, poor relation of 
mold to femur and acetabulum in one, avascular necrosis 
within the mold in one, and fixation of the mold in the 
acetabulum in one. It is important to note that two dislo- 
cations and the subluxation occurred in shallow, oblique 
acetabulums that had not been made sufficiently deep and 
stable at the original procedure. 

A second revision was done on two hips because of 
recurrent dislocation in one and dislocation of the cup 
after revision in the other. Both manipulative reductions 
for dislocation of the hip were unsuccessful, but one sub- 
luxation was repositioned satisfactorily by manipulation. 
Ligation of veins in the extremity for thrombophlebitis 
was done in two cases before the advent of anticoagulant 
therapy. Only three arthrodeses were performed because 
of failure of the mold arthroplasty. One of these was indi- 
cated by the presence of tuberculosis of the hip, which re- 
quired a second arthrodesis. Several patients with uni- 
lateral hip involvement and poor results of the arthro- 
plasty have not consented to arthrodesis. The reasons for 
their refusal can only be surmised, but it is important to 
remember that patients often will not accept arthrodesis 
even though the arthroplasty has failed. 


after arthroplasty. It is of some significance that this in- 
vestigation of end-results was carried out by physicians 
who were not associated with the actual surgical pro- 
cedure. 

The classification of the results in arthroplasty of the 
hip is difficult owing to the multiple factors that are im- 
portant in judging each case. If all factors agree, the re- 
sults are easily evaluated, but often these factors are con- 
tradictory to some degree, making the final analysis per- 
plexing. It is fully agreed that the results must be based 
on a careful history, clinical examination, and roentgeno- 
graphic study made after considerable time has elapsed 
after operation. Results that are established on the basis 
of answers to a questionnaire alone are often erroneous, 
as, for example, a patient with a stiff hip after arthro- 
plasty who may be almost symptom free and satisfied with 
the result. Furthermore, the answers to our questionnaire 
often had to be corrected or modified at the time of inter- 
view because they did not reveal the true symptomatic 
picture of the patient. The clinical examination of the 
patient, although less subject to error, may give a faulty 
evaluation if the symptoms are not carefully appraised 
and given their full value. 

The final estimate of the result in each hip was made 
easier by first classifying the results on all hips from the 
subjective or symptomatic standpoint and then from the 
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objective or surgical standpoint. This division was most 
informative, as it recorded the patient’s own opinion of 
the result in contrast to the surgeon’s evaluation based on 
the clinical findings. In table 4, the subjective and objec- 
tive factors that were chosen as standards in judging the 
subjective and objective end-results are presented. Two 
points need particular emphasis. The first is that an ex- 
cellent result by these standards is unusually good. The 
second is that a fair result represents a definite improve- 
ment over the preoperative status of the patient, but it 
falls short of the ideal in several regards. Many of the 
fair results in this series could then be judged satisfactory 
from both the patient’s and the surgeon’s viewpoint. 


Taste 5.—Composite End-Results of Ninety Mold . 
Arthroplasties of the Hip in Eighty-Two Patients * 


No.of Percentage 
Result Hips of Hips 
Good 24 61% improved 
Fair 22 24 | 
Poor | 3s 
Total..... : 
Results unknown in 24 arthroplasties on 22 patients (see text). 


TABLE 6.—Composite End-Results of Ninety Vitallium Mold 
Arthroplasties of the Hip in Eighty-Two 
Patients * Classified by Diagnosis 


Results, 
No. of Excel- 

Diagnosis Hips lent Good Fair Poor 
Osteoarthritis ....... 21 38 28 
Old, unreduced convenital dislocation 

Is is 36 27 
Complications of fracture of temoral 

neck . 1} 33 i] 44 
Complieations of old, traumatic trae- 

ture dislocation, reduced and un- 

reduced ........ 9 M4 22 33 
Osteochondrosis of capital epiphysis 

of the femur. 25 37 37 
Marie-Striimpell arthritis.............. 12 37 
Old, healed pyogenic arthritis G0 
Idiopathic avascular necrosis, . 3 33 33 
Rheumatoid arthritis . 3 100 
‘Tuberculosis 1 100 


* Results unknown in 24 arthroplasties on 22 patients (see text). 
1 Thought to be degenerative arthritis at time of operation. 


Subjective End-Results—The subjective factors that 
were considered most important in judging the result were 
pain in the hip and walking ability. Secondary factors 
were the patient's opinion of the mobility of his hip, his 
capacity to work, and his satisfaction with the result of 
the operation. The subjective results obtained in 82 pa- 
tients who had 90 mold arthroplasties were as follows: ex- 
cellent in 10% (9 hips), good in 36% (32 hips), and 
fair in 32% (29 hips). Thus, subjective improvement 
was obtained in 78% of the hips. Poor results were ob- 
tained in only 22% (20 hips). Some of the patients with 
poor results believed that their hips were worse than they 
had been before operation, which tends to disprove the 
oft-heard phrase “the operation will not make you 
worse.” 

Objective End-Results —The objective factors or clin- 
ical findings that were thought most important in judging 
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the result were the patient’s gait and the range of motion 
of the hip. Other features that were helpful in the de- 
termination were the muscle strength of the extremity, the 
Trendelenburg test, and the roentgenographic findings. 
Since every patient was examined, it was possible to 
classify the result in each hip in patients on whom bilat- 
eral arthroplasty was performed. The objective results 
obtained in 82 patients who had 90 mold arthroplasties 
were as follows: excellent in 17% (15 hips), good in 
22% (20 hips), and fair in 23% (21 hips). The per- 
centage of hips improved by the procedure was reduced 
to 62. The decrease of 16% in the improved cases has 
been added to the poor results, which have now risen to 
38% (34 hips). This downgrading of subjective results 
as the outcome of careful examination further emphasizes 
the shortcomings in attempting to evaluate these results 
by questionnaire. Infrequently, the objective result was 
better than the subjective. It is of interest, in this regard, 
that the results in six hips, which were considered good 
subjectively, were judged cxcciient by examination. The 
Trendelenburg test, recorded in 77 of the 90 hips ex- 
amined, was positive in 75%. This incidence may actually 
be slightly higher because the test could not be carried 
out on some of the 13 patients on whom it was not re- 
ported. The test, however, was negative in 20 instances. 
Shortening of the extremity after routine unilateral mold 
arthroplasty in an acetabulum reconstructed at essen- 
tially a normal level averaged 5% in. (1.3 cm.) in 41 cases. 
The range varied from % in. to 134 in. (0.6 to 4.4 cm.). 


Composite End-Results—By careful analysis of the 
subjective and objective end-result in each hip, composite 
end-results were obtained. This analysis was often dif- 
ficult in those cases in which the results differed. These re- 
sults are recorded in table 5. It is striking how closely 
these results approximate the objective end-results, again 
emphasizing the value of the clinical examination in ap- 
praising the results in these hips. Once more it should be 
stressed that the fair results indicate definite improvement 
over the preoperative condition of the patient. The most 
noticeable difference between the subjective results and 
the objective and composite results is the increase in the 
poor results from 22% to 38%. This downgrading of re- 
sults in 14 hips to a poor result was attributable to poor 
gait and poor motion in 10 instances (3 of these hips 
showed marked fixation), deep wound infections in 3 
hips, and instability of the hip in one. In two of the previ- 
ously infected hips, there was chronic dislocation, and, 
in the third, a fair result was obtained but the mold has 
been removed. Bilateral arthroplasties had been per- 
formed in 5 of these 14 hips. 

The patients with bilateral arthroplasty of the hip have 
been classified with the unilateral cases. Classifying them 
separately would have improved the statistics in the uni- 
lateral cases, as the results in the bilateral cases were con- 
siderably inferior. None of the 8 patients with 16 mo!d 
arthroplasties obtained excellent results. Only 6% ob- 
tained good results; 44% obtained fair results; and 50% 
obtained poor results. 

The results of arthroplasties done in the last six years 
of the period reviewed were significantly improved as 
compared with the results in the first six years. This im- 
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provement is attributed to better selection of patients for 
operation, improved operative technique, and more effec- 
tive postoperative care. 

The composite end-results of the 90 mold arthroplas- 
ties of the hip in 82 patients, classified by diagnosis, are 
summarized in table 6. Surprisingly, old, congenital dis- 
locations and subluxations of the hip comprised 24% of 
the total number. Five patients had 5 unreduced disloca- 
tions, and 15 patients had 17 acetabular dysplasias and 
subluxations. The acetabulums were reconstructed just 
above the level of the true acetabulums in the patients 
who had dislocations. Nine patients with fracture of the 
femoral neck had mold arthroplasties. Five patients had 
nonunion fractures, and one of these had an inactive pyo- 
genic infection of the hip due to infection following the 
original nailing. Only one of the femoral heads in these 
five cases was considered dead. Four patients had healed 
fractures with avascular necrosis of the head. The types 
of arthroplasty performed on these hips were: three 
routine operations, four modified Whitman reconstruc- 
tion operations, one modified Colonna reconstruction, 
and one intertrochanteric mold arthroplasty. These varia- 
tions from the routine mold arthroplasty must be taken 
into consideration in judging the results. 

Complications of old fracture dislocation of the hip 
were treated by arthroplasty in nine patients. Three pa- 
tients had neglected, unreduced dislocations of from 9 to 
11 months’ duration. Four patients had reduced disloca- 
tions with avascular necrosis of the head, and two had 
reduced dislocations with traumatic degenerative arthri- 
tis. It was necessary to reconstruct the acetabulums at 
a slightly higher level than normal in the neglected dis- 
locations. Higher percentages of good and excellent re- 
sults were obtained in this group than in any other group 
except for the patients who had idiopathic avascular 
necrosis. Eight arthroplasties were performed in six pa- 
tients for osteochondrosis of the capital epiphysis of the 
femur with degenerative arthritis. The reconstruction of 
the hip in this group usually is difficult because of the 
short femoral neck, deformed head, and shallow, oblique 
acetabulum. An adequate acetabulum must be created to 
avoid instability, which resulted in two dislocations in 
these hips. The greater trochanter was transplanted 
downward in one case, because of marked shortening of 
the neck. 

In considering the patients with Marie-Striimpell 
arthritis, the severe preoperative disability of most of 
these patients must be kept in mind. Severe, bilateral 
deformities often associated with bony ankylosis, a rigid 
spine, contracted, atrophic muscles, and a great tendency 
toward bone and scar tissue proliferation after operation 
are some of the problems militating against good results 
in these cases. Eight arthroplasties were done on six 
patients with this disease. The resulting decreased de- 
formity, limited range of motion, better walking ability, 
and less pain are of great satisfaction to these crippled pa- 
tients. In our experience, the results of mold arthroplasty 
for old, healed pyogenic arthritis of the hip have not been 
good, although a deep wound infection developed after 
operation in only one of the five patients. The prognosis 
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after mold arthroplasty in cases of idiopathic avascular 
necrosis of the femoral head seems to be good, as judged 
by the three cases in this series. 

No conclusions can be drawn from the limited observa- 
tions and poor results obtained with mold arthroplasty in 
rheumatoid arthritis and old, slipped, upper femoral 
epiphysis. As far as the patient with a tuberculous hip 
was concerned, arthroplasty was done only after a nega- 
tive biopsy report, and the process was then thought to be 
a degenerative arthritis. Cultures reported eight weeks 
after operation revealed the true diagnosis. 


SUMMARY AND CONCLUSIONS 

End-results based on the history, clinical examination, 
and roentgenologic study carried out from 2 to 14 years 
after operation in 82 patients with 90 mold arthroplasties 
were excellent in 13%, good in 24%, fair in 24% 
(61% improved), and poor in 38%. There was no op- 
erative mortality. From this study, it is our belief that, 
with careful selection of patients, scrupulous operative 
technique, and effectual postoperative care, Vitallium 
mold arthroplasty of the hip has a definite place in the 
treatment of disabilities of the hip joint. 
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The Common Cold Virus.—The uncertainties associated with 
human transmission studies may necessitate prolonged experi- 
mentation in order to verify quite simple assumptions and it is 
not surprising therefore that progress with such studies has been 
slow. Nevertheless, certain properties of common cold virus 
have been established as a result of them. By filtration of in- 
fective materials through graded collodion membranes (Elford, 
1931) and subsequent testing of the filtrates for pathogeni-ity, 
the size of the virus has been estimated to be of the order of 
30 to 70 me (Andrewes, 1953), which is considerably smaller 
than that of the influenza viruses. Infective materials have been 
preserved at —76° C. for periods of up to two years and have 
been found to retain their pathogenicity on subsequent testing. 
The virus can be inactivated by heating to 60° C. for one hour 
(Olitsky and McCartney, 1923) and there is evidence that it may 
also be inactivated by drying (Lovelock et al, 1952). It would 
appear to be unaffected by either penicillin or streptomycin. 
Attempts to neutralize its clinical effects by means of nasal 
secretions from convalescent cases or from persons insusceptible 
to common cold infection have been unsuccessful. 

The presence of common cold virus has been demonstrated, 
during the coryzal stage, not only in the nasal secretions but 
also in the saliva. There is evidence that it may be plentiful in 
the nasal secretions, during the incubation period, for at least 
24 hours before the onset of symptoms and that it may also be 
present in the nasal secretions of persons in a normal state of 
health. The persistence of virus in the upper respiratory passages 
of symptomless carriers may prove to be a factor in the spread 
of common colds. Transference of virus from a carrier to a sus- 
ceptible person may account for some of the cases in which no 
history can be obtained of contact with a clinically recognized 
source of infection. Such sporadic cases may also be explained 
in terms of activation of virus already present in the nasal 
mucosa, although the etiological factors influencing this activa- 
tion are imperfectly understood. There is no scientific evidence 
that chilling of the body surface will lower resistance to common 
cold infection, and it is uncertain whether local changes in the 
nasal mucosa can result in activation of the virus. Instances of 
the common cold apparently complicating coryza of vasomotor 
or allergic origin may be examples of such a process.—A. T. 
Roden, M.D., D.P.H., D.C.H., The Common Cold as a Virus 
Problem, The Practitioner, November, 1954. 
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PRELIMINARY CLINICAL TRIALS WITH PREDNISONE (METICORTEN) 
IN RHEUMATIC DISEASES 


COMPARATIVE ANTIRHEUMATIC POTENCY, METABOLIC ACTIVITY, AND 
HORMONAL PROPERTIES 


Jack R. Dordick, M.D. 


Edward J. Gluck, M.D., New York 


Prednisolone (Meticortelone) and prednisone (Meti- 
corten), two new synthetic steroids formerly known 
as metacortandralone and metacortandracin, have re- 
cently been recommended as effective in the treatment 
of rheumatoid arthritis.. We have investigated the anti- 
rheumatic, anti-inflammatory, metabolic, and hormonal 
properties of prednisone at the Beth Israel Hospital in 
New York City from Nov. 15, 1954, to Feb. 15, 1955. 
Twelve patients with active rheumatoid arthritis (nine 
females and three males) and one patient each with dis- 
seminated lupus erythematosus, active rheumatic cardi- 
tis, and acute gouty arthritis superimposed on chronic 
tophaceous gout were studied. They were observed for 
periods of 34 to 92 days and received a total prednisone 
dosage of between 440 to 2,025 mg. 


SELECTION OF PATIENTS 


Eleven patients with typical symmetrical rheumatoid 
arthritis of the peripheral joints of 2 to 25 years’ duration 
were chosen; many had been followed by one of us 
(J. R. D.) for at least 2 years. One had rheumatoid 
spondylitis of the dorsal lumbar spine and sacroiliac 
joints. The arbitrary minimal period of two years was 
chosen because of the high incidence of spontaneous re- 
mission or improvement in patients with rheumatoid 
arthritis of shorter duration.’ The criteria of the Ameri- 
can Rheumatism Association * were applied in determin- 
ing the stage and class of the disease (table 1). Evi- 
dences of activity of the disease process were present in 
all instances. The joint changes were either partially or 
completely reversible. 

All the patients had received, at one time or 
another, gold salts, pregnenolone, antibiotics, phenyl- 
butazone, ascorbic acid, desoxycorticosterone acetate, 
salicylates, physiotherapy, and orthopedic measures, 
singly or more often in various combinations, that pro- 
duced, at the most, only palliative relief. They had also 
been given either cortisone, corticotropin, or hydrocorti- 
sone singly or in combination for the past one to four 
years. In each instance, the over-all results were un- 
satisfactory, accompanied by undesirable side-effects, 
or both. Many demonstrated severe relapse or “with- 
drawal phenomena” on discontinuation of medication. 


From the Medical Service and the Arthritis Clinic, Beth Israel Hospital. 

The prednisone used in this study was supplied as Meticorten by the 
Schering Corporation, Bloomfield, N. J. 

1. Bunim, J. J.; Pechet, M. M., and Bollet, A. J.: Studies on Meta- 
cortandralone and Metacortandracin in Rheumatoid Arthritis, J. A. M. A, 
157: 311 (Jan. 22) 1955. 

2. Short, C. L., and Bauer. W.: The Course of Rheumatoid Arthritis 
in Patients Receiving Simple Medical and Orthopedic Measures, New 
England J. Med. 238: 142, 1948. 

3. Steinbrocker, O.; Traeger, C. H., and Batterman, R. C.: Therapeutic 
Criteria in Rheumatoid Arthritis, J. A. M. A. 140: 659 (June 25) 1949, 


In each case, the prior maintenance dosage of steroid was 
known, so that a comparative study of antirheumatic or 
anti-inflammatory potency was feasible. It must be 
stressed that the comparative potency figures are, of 
necessity, only approximate, since prednisone was given 
for a maximum of 92 days and the other steroids for 
longer. 

In this group, five were mild diabetics, two were mod- 
erate diabetics requiring insulin, two had been in conges- 
tive heart failure recently, two had adenomas of the thy- 


TABLE 1.—Selection of Patients 


Dura- 
tion of Total Time 
Case Arthritis, Dosage, Observed, 
No. Sex Age ¥r. Stage*® Class* Mg. Days 
1 F 62 25 3 3 745 92 
2 F 63 20 3 3 440 4° 
3 F 14 Systemic lupus erythematosus 820 92 
4 F 53 10 § 8 1,070 83 
5 F 42 5 2 2 850 &9 
6 F 35 6 2 2 20 Ba 
7 F 50 20 4 4 1,055 83 
8 M 55 5 3 8 1,100 76 
9 F d4 25 3 3 680 48 
10 F 42 2 2 2 530 49 
11 M 53 4 8 4 740 62 
12 M 39 $ 8 8 590 84 
13 F 35 10 2 2 620 46 
l4 F 55 Active rheumatic carditis 2,025 85 
1 M dl 10 Acute gouty arthritis S00 45 


and chronie tophaceous gout 


* Classification of the American Rheumatism Association. 


roid gland, one had arteriosclerotic peripheral vascular 
disease, one had arteriosclerotic heart disease, and one 
had psoriasis. The patient with systemic lupus erythem- 
atosus (case 3) had been treated with corticotropin 
and cortisone; she relapsed following gradual but com- 
plete withdrawal of cortisone and was then given 
prednisone in suppressive and maintenance doses. Later, 
prednisone was rapidly and completely withdrawn, and a 
relapse occurred; this subsided on reinstituting pred- 
nisone therapy. 

The woman with active rheumatic carditis (case 14) 
required 200 to 300 mg. of cortisone daily for partial 
amelioration of her symptoms and objective findings, but 
during this time she developed psychotic changes and 
manifestations of an induced adrenal cortical hyperfunc- 
tion (Cushing’s syndrome). The man with chronic 
tophaceous gout and acute gouty arthritis (case 15) had 
received, in the past, colchicine, cortisone, corticotropin, 
phenylbutazone, and probenecid (Benemid). Prednisone 
was used in suppressive and maintenance doses and com- 
pared to the previously administered antigout medica- 
tion. Nine patients were hospitalized for one month or 
longer; the rest were followed as outpatients. 
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PREDNISONE THERAPY 

Prednisone (A1,4-pregnadiene- 17a,21-diol-3,11,20- 
trione) is a crystalline synthetic steroid hormone with a 
characteristic infrared absorption spectrum (fig. 1). In 
animal experiments, it produces eosinophil depletion, 
liver glycogen deposition, thymic involution, and adrenal 
atrophy. It has been shown to be three to four times more 
potent than cortisone or hydrocortisone.’ In human be- 
ings, given orally, it exhibits the physiological activity of 
an adrenal cortical hormone, as shown by a constant low- 
ering of the circulating eosinophils and significant depres- 
sion of the urinary | 7-ketosteroids.* 

The patients were told that they were being subjected 
to a new treatment for their arthritis that might or might 
not be beneficial. They had no knowledge of the drugs 
being administered. The “double blind” method of in- 
vestigation was accomplished by using a placebo, identi- 
cal in color, shape, size, taste, and stamp to prednisone, 
which was unknown to physician and patient. 

During the period of observation, no salicylates or 
other antirheumatic drugs were given. All physiothera- 
peutic modalities were discontinued. In most instances, 
sedatives were withheld. Many patients had previously 
been followed on a diet poor in sodium. On transference 
to prednisone therapy, most were placed on a regular diet 
containing 5 gm. of sodium (217 mEq.) per day. The 
salt shaker was omitted from the tray. Supplementary 
potassium salts were not given. Fluids were allowed at 
will. 

Dosage.—The initial or suppressive dose never ex- 
ceeded 40 mg. per day except in one instance (case 14). 
Here, the dose was increased to 50 then 60 mg. daily for 
three days, and then 100 mg. daily for six days (with a 
gradual decrease thereafter) to observe the possible en- 
hanced effectiveness of especially large doses in active 
rheumatic carditis.” The usual suppressive dose was 30 
mg. daily continued for a period of four to five days or 
longer, until clinical improvement became manifest, then 
reduced stepwise, by 5 mg. decrements, until a mainte- 
nance level was determined. In milder cases, a suppres- 
sive dose of 20 mg. daily was adequate to produce sig- 
nificant beneficial effects. 

The maintenance dose was calculated at the lowest 
level necessary to give the patient adequate comfort and 
effect diminution or disappearance of objective findings, 
without producing any significant undesirable reactions. 
By “adequate comfort” we mean the ability to do routine 
housework or continue employment. The maintenance 
dose varied from individual to individual, ranging from 
5 to 20 mg. daily; it often was stabilized at about 10 mg. 
daily. The time spent in progressing from suppressive to 
maintenance dose averaged 10 to 14 days. The patients 
were unaware of the dose reduction, since a placebo tablet 
was substituted for each eliminated prednisone tablet. 
Every patient received 4 pills daily. 

The drug was originally given three times daily. Ata 
later date, more effective clinical response was noted 
when it was administered four times daily after meals 
(i. e., 9 a. m. and 1, 5, and 9 p. m.). Depending on 
individual variations, the doses could be spaced at six 
hour intervals or longer, when maximum symptoms oc- 
curred. When only two doses were needed for control, 
it was given morning and night. 
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Criteria for Effective Response.—According to the 
criteria of the American Rheumatism Association, an 
effective response of rheumatoid activity to therapy 
should produce either a complete remission (grade | re- 
sponse) or a Major improvement (grade 2 response).* 
This does not necessarily connote a “cure” of the disease 
process. Any minor improvement (grade 3 response ) 
was not considered significant, since it could fall into the 
category of the natural fluctuation of the disease. 

The following objective findings were evaluated: (a) 
decrease to disappearance of joint swelling, (b) change 
in range of joint mobility, and (c) decrease to disappear- 
ance of local joint heat, redness, or tenderness. Improve- 
ment in functional capacity included: (a) greater ease in 
getting dressed or feeding one’s self (self-sufficiency), 
(b) augmented facility or ease in walking (ambulatory or 
semiambulatory with the aid of cane, crutches), and (c) 
increased ability to close a fist and grasp a simple object. 
The change in subjective response was recorded as part 
of or independent of a state of well-being or an exag- 
gerated state of well-being (euphoria)." If the response 
was related to a feeling of well-being alone, it was con- 
sidered as only minor improvement. 


Ce 


CORTISONE PREDNISONE 


Fig. 1.—Comparative structure of cortisone (11-dehydro-17-hydroxycorti- 
costerone) and prednisone, which contains an additional unsaturated bond 
between C; and Ce on “A” ring. 


RESULTS IN RHEUMATOID ARTHRITIS 

While receiving prednisone, all patients demonstrated 
an effective, fast, and dependable antirheumatic or anti- 
inflammatory response. At times, it was not possible to 
dissociate the antirheumatic and anti-inflammatory ef- 
fects from each other. Eight showed a grade | response 
(complete remission ); four exhibited major improvement 
or a grade 2 response. This represented the maximal 
clinical response. At the height of improvement, func- 
tional capacity was restored to normal (class 1) or near 
normal (class 2) in eight. 


ANTIRHEUMATIC POTENCY 
Subjective Responses.—The general pattern of clinical 
improvement was characteristic. Lessening of com- 
plaints usually occurred within 24 hours of drug adminis- 
tration, with disappearance of spontaneous joint pain; 


4. Herzog, H. L., and others: New Antiarthritic Steroids, Communi- 
cations, Science 121: 176, 1955, 

5. McEwen, C.: Symposium on Rheumatic Fever and Rheumatic Heart 
Disease: Treatment of Rheumatic Fever, Am. J. Med. 17: 794, 1954, 

6. Bunim, J. J.; Ziff, M., and McEwen, C.: Evaluation of Prolonged 
Cortisone Therapy in Rheumatoid Arthritis, Am. J. Med. 18: 27, 1955. 
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diminution in articular or muscular stiffness, particularly 
on awakening in the morning; and a feeling of satiation 
or well-being. Within a few days, muscular and articular 
pain or stiffness had cleared. At or about this time, im- 
provement in functional capacity was observed. There 
was little to no distress or discomfort on getting dressed, 


TABLE 2.—Comparative Maintenance Doses 


Hydro- 
Case Cortisone, eortisone, Prednisone, Hydro- 
No. x. Mg. Mg. Cortisone cortisone 
2 75 60 aD) 1/3.7 1/3 
4 60 15 1/4 
10 15 1/3.3 1/2.6 
10 110 1/8 
7 100 60 4) 1/5 1/3 
s 75 60 15 155 1/4 
10 a0 ia 10 1/5 
1] 75 50 10 1/7.5 1/5 
12 50 a0 10 1/5 1/5 
13 dO 30 10 1/5 1/3 


* Patients 4, 5, 6, 8, 9, and 18 also received hydrocortisone intra- 
articularly. 


washing, or eating. Walking was improved in 7 of 12 
patients; in 3 instances, supportive measures were dis- 
carded by the end of the second week. 

Objective Responses.—Arbitrary values were as- 
signed to standardize joint swelling, local tenderness, and 
pain on motion. Joint swelling was measured by a tape 
measure with the joint in a fixed position. Joint tenderness 
was graded from | to 4 + depending on the elicitation of 
pain on firm steady pressure over the joint, e. g., slight 
to moderate tenderness (1 or 2 + ), tenderness and winc- 
ing (3 +), tenderness, wincing, and withdrawal (4 +-). 
Joint pain was graded on a percentage basis. Range of 


TaBLe 3.—Side-Effects in Fifteen Patients Treated 
with Prednisone 


No. of 
Patients 
Increase in appetite........ 1] 73 
Gastrointestinal tract 
“Burning” of tongue, mouth, or pharynx: “sore 
throat” or pharyngeal! discomfort............... 5 33 
Epigastric distress ...... 
Central nervous system 
Euphoria . 


Increase in perspiration 1 ” 
Urinary 

Metabolie or endocrine 

Increase in aene.. 2 13 
Leg tenderness (periosteal and muscle)................. 2 13 


joint mobility was measured by a goniometer. In most 
instances, joint heat was checked by a thermocouple. 
Decrease to disappearance of redness, local heat, or 
both were the earliest favorable responses. Local joint 
tenderness generally subsided within 48 to 72 hours. 
Improvement in mobility was noted by the end of the 
first week. Joint effusions disappeared by the end of the 
third week and, in many instances, by the end of the sec- 
ond week. Objective improvement occurred more grad- 


J.A.M.A., May 21, 1955 


ually and over a longer time than the subjective benefits. 
In addition, there was increase in strength, often associ- 
ated with improvement in appetite (requiring a higher 
caloric intake), without a weight gain, and positive feel- 
ing in mental attitude. 

Laboratory Response.—Four patients had elevated 
temperature when prednisone therapy was started. It fell 
to normal range within 24 to 72 hours and remained so 
while the patients were given proper dosage. A rise in 
temperature during a program of prednisone reduction 
suggested an inadequate dose, in the absence of any com- 
plication. Daily determinations of blood pressure showed 
no consistent change. In eight cases, the erythrocyte 
sedimentation rate was elevated; after treatment, it was 
promptly and significantly reduced to normal or near 
normal levels. Routine urine examinations, done fre- 
quently, failed to disclose any constant abnormalities. 
There was no glycosuria, except where diabetes compli- 
cated the rheumatic disease. Increase in hemoglobin con- 
centration and red blood cell count could be attributed to 
increased food intake, rather than to prednisone directly. 


Joint Pain (%) 
Joint Swelling 


Joint Mobility 
(% of normal) 


% Limitation in 


Functional 
Capacity 
Teiiderness 
Weight (ib) 
300 CORTISONE 30 PREDNISONE 
200 r0 
Drug used +43 bo 
mg. 
Days Oars oars 
'949- 1950- 994- 


Fig. 2.—Comparative antirheumatic indexes in patient with arthritis 
(table 2, case 1). 


No consistent changes were observed in total white blood 
cell count or differential smear. In four instances, where 
bone marrow cytology was studied, no significant altera- 
tions were disclosed. 


COMPARATIVE ANTIRHEUMATIC POTENCY 

As seen from table 2, the ratio of maintenance dosage 
of cortisone to prednisone varied from 3.3 to 10 times 
to produce the maximum clinical response. The average 
cortisone-prednisone ratio was 5.9, The ratio of mainte- 
nance dosage of hydrocortisone to prednisone varied 
from 2.6 to 8 times to produce maximal clinical response. 
The average hydrocrotisone-prednisone ratio was 4.3. 

In cases 2, 5, 6, 7, 8, 11, 12, and 13, where hydro- 
cortisone and cortisone were used alternately as mainte- 
nance doses, the average ratio of hydrocortisone and 
cortisone to prednisone was 5.1. A comparative potency 
graph of aspirin, cortisone, and prednisone in a patient 
observed for six years (case 1) is shown in figure 2. 


RECRUDESCENCE AFTER ABRUPT DISCONTINUATION 
OF PREDNISONE 
Prednisone therapy was stopped abruptly and totally 
in all patients with rheumatoid arthritis after they had 
been given maintenance doses for at least two weeks. The 
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pattern of relapse was similar to that after sudden dis- 
continuation of cortisone; appearance of objective find- 
ings varied from 18 hours to seven days and preceded the 
return of subjective symptoms. In most patients, the 
arthritis became as severe as before prednisone therapy. 
There were no evidences of adrenal cortical insufficiency. 
On resuming prednisone therapy (dosage was raised 5 or 
10 mg. over the prior maintenance level), the patients 
improved. At a later date, it was possible to return to 
the original maintenance dose. 


SIDE-EFFECTS 

The side-effects during prednisone administration have 
been listed in table 3. None were serious and, with one 
exception, they did not interfere with continued therapy. 
These effects were transient, reversible, and disappeared 
on withdrawal of the medicament. The possibility that 
these findings may become potential hazards, at a later 
date, cannot be ignored. 

The most frequent symptoms was increased appetite, 
noted with suppressive doses, which continued from three 
to four weeks. Oral, lingual, or pharyngeal discomfort 
was noted in five cases during the second or third week 
of prednisone therapy. No local lesions in the oropharyn- 
geal region were disclosed. Some patients received 
peroxide mouth washes and others vitamin supplements; 
within four weeks, these symptoms disappeared. 

The epigastric discomfort (some complained of 
“burning,” “pressure,” or pain), was unrelated to type or 
time of food ingestion, midline in location, noncolicky, 
of short duration, noted during the second or third week, 
and cleared spontaneously by the fifth week. In one in- 
stance (case 2), the epigastric distress was severe enough 
to force discontinuance of the medicament. In several 
patients, roentgenographic studies of the gastrointestinal 
tract or gallbladder revealed no abnormalities. No oc- 
cult blood was found in the stool. The possibility exists, 
however, that esophagitis, gastritis, duodenitis, or ulcera- 
tion of the gastrointestinal tract may be present. Further 
investigations, including urinary uropepsin studies. are 
in progress. 

The euphorogenic effect, observed with suppressive 
doses, decreased as the dosage level approached the main- 
tenance state. The wakefulness (insomnia) observed 
within 24 to 48 hours of administration of prednisone 
cleared in most instances by the end of the first week. 
The increase in urinary volume, noted in four cases, may 
possibly be related to diuretic action, as well as increase 
in fluid and food intake incident to appetite improve- 
ment. 


METABOLIC ACTIVITY AND HORMONAL PROPERTIES 

Patients with untreated rheumatoid arthritis exhibit 
biochemical and physiological changes that alter or mod- 
ify the usual effect of any steroid hormone.’ The time- 
dosage factor, plus individual responsiveness, must be 
considered before any conclusions are reached. 

Serum Protein Fractions.—The total protein level was 
increased in 7 of 11 patients. In four, this increment was 
related to an increase in serum albumin, which averaged 
0.85 gm. per 100 cc. and ranged from 0.49 to 1.39 gm. 
per 100 cc. In three, the serum globulin increase aver- 
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aged 0.86 gm. per 100 cc. and ranged from 0.38 to 1.27 
gm. per 100 cc. Hematocrit determinations were not 
done. More definitive information will be available when 
comparative electrophoretic patterns are analyzed. 

Carbohydrate Metabolism.—Fasting blood sugar lev- 
els, glucose tolerance tests, and 24-hour urine glucose de- 
termination were done in all patients. In those who were 
not diabetics, the fasting blood sugar determinations, 
done at weekly intervals, were within the same range as 
prior to prednisone therapy; glucose tolerance tests were 
essentially unchanged before and during prednisone ther- 
apy. Seven patients had preexisting diabetes. The pa- 
tients in cases | and 2 had persistent glycosuria while re- 
ceiving cortisone; with prednisone, the urinary sugar 
level remained the same. In one mild diabetic (case 8), 
who was aglycosuric during cortisone therapy, glyco- 
suria with an increase in the fasti:.: blood sugar level was 
noticeable with prednisone. In those diabetics who re- 
quired insulin, the unitage was the same during therapy 
with cortisone or prednisone. It would appear that the 
action of prednisone is very similar to that of cortisone 
in regard to carbohydrate metabolism. 

Fat Metabolism.—Serum cholesterol and cholesterol- 
ester fractions were followed in seven patients before and 
after prednisone therapy, with no consistent changes. In 
one instance, however, a rise in the values of cholesterol 
and esters was observed. 

Electrolyte Studies.—Serum sodium, potassium, chlo- 
ride, and bicarbonate levels were determined in all pa- 
tients before, during, and after prednisone therapy. Uri- 
nary volume, sodium, potassium. and chloride were re- 
corded; weight and blood pressure were tabulated. Evi- 
dences of renal insufficiency, prolonged or excessive 
vomiting, diarrhea, sweating, or hyperventilation were 
not present. Prednisone produced no significant altera- 
tions in the levels of serum sodium, potassium, chloride, 
or bicarbonate. Edema, gain in weight, or profound 
weakness were not found. On fixed therapeutic doses of 
prednisone (with calculated dietary sodium intake), there 
was no salt retention, as reflected in urinary electrolyte 
studies. 

After abrupt withdrawal of prednisone, the urinary 
electrolyte studies demonstrated retention of salt during 
the first 24 to 48 hours; sodium chloride excretion in- 
creased during the succeeding 3 to 6 days and was usually 
stabilized within 7 to 10 days. During this time, the 
weight remained stable. Four patients were subjected to 
salt loading, i. e., 1 liter of isotonic (0.9 gm. per 100 cc.) 
sodium chloride solution given intravenously over six 
hours. No significant retention of salt was evidenced. 

Hormonal Properties.—On suppressive doses of pred- 
nisone, significant decrease of urinary 17-ketosteroids 
was observed in three of seven cases. After abrupt with- 
drawal or decided lowering of prednisone dosage, the 
initial 17-ketosteroid level increased in three instances. 
In one other instance, where the 17-ketosteroid excretion 
was within normal range in the pretreatment phase, ade- 
quate doses of prednisone did not significantly alter the 
original level. A direct relationship between urinary 17- 


7. Sprague, R. G.: Cortisone and ACTH: A _ Review of Certain 
Physiologic Effects and Their Clinical Implications, Am. J. Med. 10: 567, 
1951. 
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ketosteroids and pituitary—adrenal cortical function can- 
not always be demonstrated.* 

Other Properties —The phenomenon of “escape” from 
maintenance doses has been observed in many of our 
patients after two months of prednisone therapy. These 
individuals were not subjected to any known stress such 
as infections or physical or mental trauma. The pred- 
nisone increment needed to restore the initial benefits 
never exceeded 10 mg. per day and usually was in the 
nature of a 5 mg. increase. 


REPORT OF CASES 

Results in Systemic Lupus Erythematosus—A_ 14-year-old 
girl (table 1, case 3) with proved systemic lupus erythematosus 
was treated with cortisone, corticotropin, and prednisone. The 
remission previously induced by cortisone was maintained by 
prednisone, utilizing much smaller doses. On complete with- 
drawal of prednisone, relapse occurred that abated on reinstitu- 
tion of prednisone therapy. The absence of salt or water 
retention, potassium or chloride depletion, and serum bicarbo- 
nate increase was significant. This patient has been followed for 
92 days, receiving a totai of 820 mg. of prednisone. 

Results in Active Rheumatic Carditis—A 55-year-old woman 
(table 1, case 14), known to have rheumatic heart disease for 25 
years and in heart failure for 14 months, was treated intensively 
with cortisone for active rheumatic carditis; with the appear- 
ance of a psychosis, this drug was discontinued. On direct trans- 
fer to prednisone and during the first two weeks of therapy (total 
435 mg.), the patient felt well and the psychotic state diminished, 
but rheumatic activity continued. As prednisone became avail- 
able, the dose was increased to 100 mg. per day and then re- 
duced by 5 mg. daily to a constant level of 50 mg. per day. After 
32 days (total 2,075 mg.), rheumatic activity continued, the 
psychotic state was minimized, and clinical evidences of heart 
failure were not aggravated. With augmentation of salt intake 
to 5 gm. daily, distinct retention of salt and water, as measured 
by 24 hour urinary samples, with gain in weight became evident. 
A mercurial diuretic produced increased urinary volume and 
sodium chloride excretion. 

Results in Acute Gouty Arthritis with Tophaceous Lesions.— 
A 55-year-old man (table 1, case 15), who had had gouty arthritis 
for 15 years and tophaceous lesions for 6 years, had been treated 
previously with colchicine and dietary restriction. Salicylates, 
cortisone, hydrocortisone, phenylbutazone, and _ probenecid 
(Benemid) afforded only transient benefits. During an acute 
exacerbation of gout, prednisone was given in suppressive doses 
(total 230 mg. per week), with no change in acute arthritis, but 
marked euphoria was dominant. The serum uric acid level re- 
mained high, but the urinary uric acid increased from the pre- 
treatment level of 3.2 to 6.91 gm. per 100 cc. in 24 hours. Cor- 
ticotropin given intravenously produced rapid improvement of 
the acute arthritis. The urinary uric acid level during one week 
of corticotropin therapy varied from 5.39 to 6.7 gm. per 100 
cc. in 24 hours. Phenylbutazone (600 mg. daily for six days) 
intensified the gout, while the urinary uric acid level decreased. 
Prednisone in maintenance doses of 20 mg. per day produced 
progressive decrease of urinary uric acid values (from 3.09 to 
0.39 gm. per 100 cc. in 24 hours after 15 days), despite clinical 
improvement and decrease in size of tophaceous lesions of elbows 
and ankles. Renal function remained normal before and during 
prednisone therapy. 

COMMENT 

As more long-term studies of cortisone, corticotropin, 
or hydrocortisone appear,” more disappointments are 
recorded. Side-effects or complications may dominate 
the induced beneficial clinical response. The systemic 
withdrawal consequences can become major problems.'° 
One can assume that similar limitations will emerge as 
prednisone is studied more intensively, over a longer pe- 
riod. Nonetheless, it is our feeling that this new steroid is 
a valuable therapeutic agent with distinct advantages. 


J.A.M.A., May 21, 1955 


Prednisone is more potent (milligram for milligram) 
than either cortisone or hydrocortisone as an antirheu- 
matic or anti-inflammatory agent. This enhanced po- 
tency is usually not associated with frequent or severe un- 
toward effects. Hence, this steroid can be utilized in place 
of cortisone or hydrocortisone. Moreover, patients whose 
conditions have become refractory to cortisone or hydro- 
cortisone have demonstrated marked benefits on trans- 
ference to prednisone therapy. While cortisone, hydro- 
cortisone, and prednisone are qualitatively similar in 
suppressing the acute manifestation of rheumatoid arthri- 
tis, distinct differences are also apparent from this study. 

Although this report is preliminary and subject to mod- 
ification at a later date, prednisone has not produced any 
significant salt or water retention in 12 patients with rheu- 
matoid arthritis. Further substantiation is afforded by 
failure of patients to gain weight or exhibit obvious 
edema in the presence of increased caloric and fluid in- 
take incident to the use of prednisone. 


SUMMARY AND CONCLUSIONS 


Prednisone (Meticorten), a new synthetic crystalline 
steroid hormone, was given orally to 12 patients with ac- 
tive rheumatoid arthritis and one patient each with dis- 
seminated lupus erythematosus, active rheumatic cardi- 
tis, and acute gouty arthritis with superimposed tophace- 
ous lesions. The suppressive dose ordinarily was 30 mg. 
daily; the maintenance dose ranged from 5 to 20 mg. 
daily. With this dose, optimal subjective and objective 
benefits have been achieved, showing that prednisone is 
an effective antirheumatic and anti-inflammatory agent. 

Electrolyte studies of the serum and urine demon- 
strated no significant sodium retention or potassium de- 
pletion in 14 patients. Salt-loading studies in four cases 
confirmed this conclusion. The side-effects of prednisone 
therapy were transient, reversible, and not serious, 

Although cortisone, hydrocortisone, and prednisone 
are qualitatively identical in suppressing active rheuma- 
toid arthritis, prednisone is quantitatively superior and 
free of significant metabolic, water, or electrolyte dis- 
turbances. Milligram for milligram, prednisone is about 
4 to 5 times more potent than cortisone or hydrocortisone. 


123 E. 83rd St. (28) (Dr. Dordick). 
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Mitral Commissurotomy.—Commissurotomy is now an accepted 
technic in the treatment of mitral stenosis. The immediate 
results are satisfactory in the majority of patients. Regurgitation 
is not necessarily a contraindication to exploration of the 
stenosed mitral valve, because a pliable anterior cusp when 
mobilized by commissurotomy may correct the regurgitation. 
The relief of mitral stenosis may be indicated in some patients 
with multiple valve lesions. Actual sharp division of the com- 
missures is necessary in only a small percentage of patients. The 
complications of mitral surgery are predictable and are those 
usually associated with rheumatic heart disease. . . . A mortal- 
ity rate of two percent places this type of cardiac surgery well 
within the realm of safety—Col. S. W. French IIL and Lieut. 
Col. T. H. Hewlett, (MC), U.S. Army, Mitral Commissurotomy, 
United States Armed Forces Medical Journal, February, 1955, 
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THE TISSUE BANK AND MILITARY MEDICINE 


Capt. B. Coyl (MC), U.S.N. 


Lieut. R.G. Kindred (MC), U.S. N.R. 


Advances in the surgery of trauma save function and, 
ideally, life. These advances add the responsibility of 
reclaiming life so that the person may fill a useful place 
in society and in the nation’s economy. Certain tissues 
can be stored and grafted with clinical success; these play 
a decisive role in the care of the patient from injury to 
complete recovery. A tissue bank that offers, and thereby 
permits, the free and successful transplant of human tis- 
sues has always been the surgeon’s desire. Dr. Alexis 
Carrel' said, in 1912, before the Section on Surgery of 
the American Medical Association in Atlantic City, N. J.: 
“It would be very convenient for the surgeon to keep 
[in storage] pieces of skin, periosteum, bone, cartilage, 
blood vessels, peritoneum, omentum and fat ready to 
be used.” This paper presents various aspects of pro- 
curement, preservation, clinical development, and use 
of tissues at the tissue bank of the Naval Medical School. 


PROCESSING, PRESERVATION, AND USE 

Between the end of World War II and the beginning 
of the Korean conflict progress had been made in the field 
of tissue homograft storage and use. Frozen homogenous 
bone was used with some clinical success after the 
methods developed by Bush and Garber” and Wilson.’ 
The chemical antiseptic method for preserving bone had 
been introduced as reported by Reynolds and Oliver.* 
Refrigerated nutrient mediums as reported by Hanks and 
Wallace and utilized by Gross and co-workers" per- 
mitted blood vessels to be maintained for six weeks. This 
was largely supplanted by the deep-freeze method of 
Hufnagel and Eastcott.* Skin homografts were sealed in 
petrolatum gauze and refrigerated. Webster and Mat- 
thews ® practiced this procedure in World War II. 

Theoretically, the perfectly stored transplant would 
immediately and permanently fulfill all of the functions 
of the host site, even after an indefinite period. Accept- 
ance and final host incorporation of today’s preserved 
homogenous or heterogenous graft falls far short of this 
definition. Biological, biochemical, and biomechanical 
host-graft relations are interdependent: Biological in that 
the host accepts the tissue without rejection, biochemical 
in that the biochemistry of the host is physiologically 
compatible with the graft, and biomechanical in that the 
graft assumes the mechanical functions of the host site. 
These standards are particularly true of bone and blood 
vessels. The viability requirement of the transplanted 
homograft or heterograft is questionable. Guilleminet and 
co-workers '? report that the use of fresh heterografts 
of bonesure not as acceptable to the host site as frozen 
heterografts. Pate and co-workers '' report that fresh 
homografts or heterografts of blood vessels do not yield 
as good results as do freeze-dried grafts. If the homograft 
or heterograft cells die relatively soon after transplanta- 
tion or elicit an undesirable reaction from the host, any 
benefit to be derived from these grafts cannot be due to 


their viability. Viability, then, of other than autogenous 
grafts, may not only be unnecessary but actually be 
undesirable.*"! 

In 1949 the medical school, research institute, and the 
hospital at the National Naval Medical Center formu- 
lated a joint project, the purpose of which was the evalua- 
tion and improvement of the current methods of proc- 
essing, storing, and using tissues. World War II methods 
of tissue banking were not adaptable to the demands of 
fixed medical installations unless assigned special equip- 
ment and trained personnel. Equipment costs, specialized 
personnel needs, and floor space requirements are prob- 
lems in all but the largest organizations. The field instal- 
lations could not be expected to apply these methods. 
A means was sought that would overcome the disad- 
vantages and in addition would permit central processing, 
long-term storage, and ease of shipment. 


“ary 
VACUUM 


CHAMBER 
——> 1 CONDENSING PLATE 


(-50° C) 


The freeze-drying principle, in which the tissue ice is converted into a 
vapor in a vacuum chamber. This vapor condenses on the colder lower 
plate. 


—++—— FROZEN TISSUE 


The freeze-drying process offered definite promise. 
This is essentially freezing the tissue and drying it in a 
high vacuum (see figure). Materials such as plasma, anti- 
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serums, enzymes, and vitamins are preserved by dry- 
ing from the frozen state and are stable for several 
years. The following concepts emphasize the major theo- 
retical processing advantages of freeze-dried tissue '*: 
1. The freezing temperatures of —70 C is below that at 
which the labile tissue components undergo marked bio- 
logical change. 2. Ice crystals formed in the tissues are 
relatively evenly dispersed, undergoing minimal concen- 
tration as the frozen solvent sublimes. 3. The molecular 
“locking” of the tissue solute in the deep-frozen and sub- 
sequent dried state minimizes coagulation. 4. No bac- 
terial growth and minimal enzymatic changes occur dur- 
ing drying and subsequent long-term storage. 

The tissue bank at Bethesda developed from these 
studies. It was opened in 1950 and functions under an 
advisory board from the school, research institute, and 
hospital. The tissue bank is a self-contained unit, with 
an operating room for sterile autopsies, a workroom, 
freeze-drier, a deep-freeze unit, and storage space. This 
unit centralized the procurement of tissues by sterile 
autopsies from fresh cadavers. These tissues are then 
processed (primarily by freeze-drying), packaged, and 
stored at room temperature '* in an ordinary cabinet. 

The use of whole preserved blood is accepted as a suc- 
cess. Historically, whole blood was the first tissue to be 
banked in a wholesale manner and widely distributed. 
Blood is the only tissue that can be used immediately to 
maintain life until standard surgical care is available. 
However, its function does not end there but may be 
needed to preserve life and as an adjunct to make both 
early and late surgical treatment possible. 


GRAFTS FOR VASCULAR INJURIES 

During World War II the percentage of major vascu- 
lar injuries was reported as about 1% of the total 
wounded. It is possible that the use of body armor will 
increase this percentage. Furthermore, 20% of all ampu- 
tations resulted from this relatively small group. The 
Korean conflict once more brought into sharp focus the 
problem of vascular injuries. To date the answers to this 
major arterial injury problem have varied. Jahnke '* re- 
ported 34 cases, 29 of which anastomosis or suture was 
done, in one ligation, and in 4 grafting with autogenous 
vein grafts. There was an amputation rate of 9.1%. 
Hughes *° reported 79 cases, in 54 of which anastomosis 
or suture was done. Eleven autogenous vein grafts and 
four arterial homografts were performed. Six patients re- 
ceived other surgical therapy, such as ligation and release 
of spasm, and four were treated conservatively. The am- 
putation rate was 11.1%. Spencer and Grewe '" reported 
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97 arterial injuries treated as follows: 8 ligations, 18 
lateral sutures, 24 anastomoses, 44 arterial homografts, 
and 3 venous autografts. The amputation rate was 22%. 

If an arterial homograft is indicated by the surgeon, 
it is our opinion that the freeze-dried transplant is the 
tissue of choice. It is possible to make these grafts avail- 
able to the surgeon in the field with minimal difficulties. 
The readily available skin homografts, stored in either 
balanced salt solution and serum, or freeze-dried, may 
have a limited use in combat surgery. Such a physiologi- 
cal dressing is an excellent temporary covering for the 
exposed tendon, nerve, artery, or joint. This is especially 
true when the denuded area is large and the patient's 
condition precarious. The use of the skin homograft in 
the severely burned patient is well established. Sewell and 
Koth ** report that freeze-dried dura will satisfactorily 
cover dural detects in the dog. Pial adhesions were mini- 
mal in a six month follow-up. It is possible that in the 
future the freeze-dried dura will provide satisfactory cov- 
ering for dural defects resulting from missile wounds. 

Under ideal circumstances a properly debrided and 
immobilized compound fracture sustained in combat is 
theoretically a localized osteomyelitis. The indications 
for any graft of a compound fracture are predicated upon 
satisfactory wound healing, adequate internal or external 
fixation, and acceptable soft tissue coverage. The added 
surgical trauma associated with complicating nerve and 
artery damage must also be considered. When orthopedic 
procedures are extensive, soft tissue coverage excellent, 
and fixation adequate, the judicious use of stored bone 
may decrease operating time about 30%. Additional 
advantages are lessened blood loss, decrease of post- 
operative pain, and decrease in morbidity. 

A survey of 125 patients who had grafts with freeze- 
dried bone has recently been completed by Carr and 
Hyatt '* at Bethesda. Of the total number of grafts per- 
formed, 14% were reconstructive procedures resulting 
from compound fractures sustained in combat. 

The place of the bone homograft in the treatment of 
the combat casualty is only in the fixed shore installa- 
tion specializing in reconstructive surgery. Therefore, 
there is no indication for the use of the bone homograft 
in the combat theater. 

SUMMARY 

The tissue bank is a clinical research project. It ac- 
complishes centralized tissue procurement, processing, 
storage, and issuance. This unit offers stored homografts 
in quantity, readily available for use in the proper clinical 
indications. The freeze-drying principle is applied to 
tissue, as this process minimizes the tissue homograft 
response. This method fulfills the needs of the military 
for a centralized and standardized process. Prolonged 
room storage permits stockpiling, and, logistically, the 
ease of shipment is adaptable to the existing channels of 
supply. The equipment costs, specialized personnel needs, 
and floor space requirements are a problem in all but the 
largest organizations. Current basic and clinical research 
in this newer discipline of surgery, the implantation of the 
stored homograft, forms a doctrine that is approaching 
standardization. The tissue bank is the current expression 
of this surgical doctrine. 
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HYDROCORTISONE THERAPY IN CONTROL OF ANOGENITAL PRURITUS 


PRELIMINARY REPORT 


Robert Turell, M.D., New York 


In a previous article on steroid hormones as the sole 
treatment for patients with anogenital pruritus,’ I con- 
cluded that these agents are effective when used to treat 
patients with cutaneous manifestations, namely lichenifi- 
cation, and symptoms severe enough to call for their use. 
No relief was obtained when pruritus was not accom- 
panied by local skin changes. The response was also un- 
satisfactory in most instances of anal pruritus associated 
with proctologic lesions, such as fistulas, ulcers, and pro- 
lapsing hemorrhoids, the discharges of which irritate the 
anoperineal skin. Although these medicaments are not 
curative, they afford the patient gratifying symptomatic 
relief from pruritus and the clinician an opportunity to 
study the patient to determine causal mechanisms and to 
correct them fundamentally. Corticotropin (ACTH) ad- 
ministered parenterally, cortisone acetate administered 
orally, and hydrocortisone injected under the lichenified 
perianal skin were the medicaments studied. This report 
deals with the results obtained from topical application of 
hydrocortisone acetate’ or free alcohol used as a sole 
treatment for patients with anogenital pruritus. 


METHODS AND MATERIALS 

Hydrocortisone acetate or free alcohol in a concen- 
tration of 1% (10 mg. per gram of base) or 2.5% 
(25 mg.) in three different bases were used as inunc- 
tions in some patients. The same concentrations of the 
medicaments in the form of a lotion were used in the 
same or other patients. The base of one preparation 
(ointment or cream) consisted of zinc sterate, poly- 
ethylene glycols, propylene glycol, and water; the base 
of the second preparation consisted of white mineral oil, 
wool fat (anhydrous lanolin) and white petrolatum; and 
the base of the third preparation contained, among other 
ingredients, sodium lauryl sulfate, propylene glycol, alco- 
hols, cholesterol, white petrolatum, mineral oil, and 
water. The first preparation caused initial cutaneous ir- 
ritation and dryness; the second was very greasy; and the 
third was oilier than the first, was less greasy than the 
second, and was preferred by most patients who had 
used all three preparations at various times. The last two 
preparations did not cause initial cutaneous irritation. 
These preparations were applied gently by the patients 
to the areas of pruritus every 4 to 24 hours. No other 
medication was used concomitantly: soaps or other 
cleansing agents were interdicted. All patients were am- 
bulatory and free from symptoms and signs of any organic 
disease except pruritus. Hydrocortisone with oxytetra- 
cycline was used recently for patients with associated 
secondary infection. 

As this study progressed, new patients were usually 
treated initially with the higher concentration of the 
hormone until some relief from pruritus occurred. Then 
the 1% concentration was substituted, and therapy was 
continued. Early in the course of this clinical investiga- 


tion, lotions were found to be undesirable and were aban- 
doned in favor of the creams. The patients with anogenital 
pruritus were arbitrarily grouped ' by a variety of stand- 
ards (see table). Thus, group 1 includes patients with 
pruritus of from one to three years’ duration that was 
associated with eczematous changes of the involved skin 
(moderate lichenification) that was recalcitrant to other 
accepted forms of antipruritic therapy, including irradia- 
tion in 14 instances. Group 2 includes patients who had 
pruritus of from 3 to 20 years’ duration that was associ- 
ated with a “leathery” perianal skin (advanced lichenifi- 
cation) in the absence of anorectocolonic disease and 
that was refractory to all but the radical forms of treat- 
ment. Group 3 includes patients with acute exacerbations 
of chronic, refractory pruritus that is associated with a 
weeping type of advanced lichenification of the anovulval 
skin. These patients were on the verge of mental despond- 
ency and required the promptest obtainable reliet. 


RESULTS 


The patients were grouped so that the clinician could 
apply the steroid hormones with an intelligent expectation 
of obtaining a satisfactory therapeutic response. 


Group 1.—The table readily shows that hydrocorti- 
sone applied locally is useful for most patients in group 
1. Yet, 9 of the 36 patients who were expected to 
react favorably to this medicament have nevertheless 
received little or no benefit, although all have obtained 
relief from corticotropin. In many cases of anogenital 
pruritus in patients of this and other groups, the associ- 
ated itching of the vulva failed to respond at all or re- 
sponded poorly to the topically applied hydrocortisone. 
Most of the 27 patients who responded well remained 
free of pruritus only while under active hydrocortisone 
therapy; in only a few patients did the relief continue for 
more than eight days after the discontinuation of the 
hormone. The need for continuing active topical therapy 
almost indefinitely has been emphasized forcibly by the 
Robinsons * who also called attention to the over enthusi- 
asm for hydrocortisone reported by others. The need for 
continued topical therapy poses an often overlooked but 
important psychosexual problem. When ointments or 
lotions are repeatedly applied to the anogenital area by 
the patients themselves pruritic stimuli are infrequently 
perpetuated or even increased. Some patients apply top- 
ical applications to the anogenital area, which is an erog- 
enous zone, as a form of sexual gratification and in this 
way perpetuate itching and scratching *; this matter must 
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not be underrated. In 8 of the 27 patients who originally 
benefited from hydrocortisone therapy, continued topical 
application yielded a diminishing therapeutic response 
suggesting (1) the occurrence of exacerbations during the 
course of hydrocortisone therapy, (2) the development of 
a refractory state, or (3) irregular or haphazard applica- 
tion of the hormone, which the patients denied. In two of 
these patients there was sufficient local tissue reaction as 
well as recurrent pruritus to suggest a possible contact or 
therapeutic dermatitis due to some ingredient of the base 
or possibly, though unlikely, the hormone itself—a point 
that remains to be determined. Of the patients who 
originally responded well to the hormone, 10 were treated 
with a placebo after recurrence and subsequently were 
retreated with hydrocortisone. The placebo consisted of 
the preparation base dispensed in the same type of con- 
tainer but without the hormone. In 3 of these 10 patients, 
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with mercuric sulfide,’ this radical therapeutic procedure 
has thus far been performed in three of these patients in 
an effort to achieve permanent freedom from the itching." 

Group 3.—Insignificant relief from pruritus was ob- 
tained from the topically applied hydrocortisone in pa- 
tients of group 3 for whom quick relief was urgently 
needed. These patients, however, responded quickly to 
the intravenous administration of corticotropin. This, in 
turn, was followed by the subcutaneous administration 
of this hormone, which, within three to four days, was 
followed by the topical application of hydrocortisone. 

Group 4.—No relief from pruritus was obtained in any 
of the patients in group 4. As a group, these patients were 
neurotic, with a great anxiety component; some of them 
used their pruritus to fill a psychological need, the per- 
petuation of which appears to serve an important psycho- 
dynamic function. These patients, as well as some belong- 


Topical Application of Hydrocortisone for Anogenital Pruritus 


Response 


Recurrence After 
Cessation of 
Onset Therapy 
of 


if 
Response, Several 


No. of -- Other Forms of Effective 
Group Type (Cases Good Poor * Nope Days Prompt Duys Therapy 
1 Intractable (with moderate a6 97 1 16 11 Variable (see text foot- 
lichenification) of less notes 4, 5, and 6) 
than 3 vears’ dura- 
tion 
2 Intractable (advanced 4 1 3 4 Tattooing with mercuric 
lichenifieation) of over sulfide 
3 years’ duration 
3 Acute exacerbations 2 _— 2 — ~ Corticotropin, Proeaine in- 
travenously 
4 Refractory, without cuta- 15 — ~ Variable, ineluding psychi- 
neous changes atric interviews in seleeted 
causes 
Rauwolfia 
Reserpine 
Secondary to diarrhea 12 4 Variable 
Cortieotropin 
6 Secondary to antibiotie _ Sodium caprylate and sodium 
therapy propionate in Aquaphor 
(see text footnote &). Hulo- 
genated hydroxyquinoline 
7 Severe, accompanying 
Anal fistula ) Surgical extirpation of proe- 
Anal fissure 1 ] 2? tologice lesions (see text 
Prolapsing piles 9 By 4 2 2 7 _ footnotes 1, 4, and 6) 
8 Severe, caused by 
Enterobiasis 2 2 - pecifie therapy 
Leukemia 1 1 


the response to the placebo was as good as it was to the 
original treatment and to the subsequent retreatment with 
hydrocortisone. This control study may be incomplete 
or limited; in my experience this clinical material does 
not lend itself to a more rigid control study. 

Group 2.—Relief from pruritus occurred in four out 
of five patients of group 2 only after prolonged and 
frequent application of the medicament. Recurrence of 
itching was noted in all cases almost immediately after 
the cessation of therapy. In the fifth patient the pru- 
ritus persisted in spite of continuous topical therapy for 
over five days, but the patient responded well to cortico- 
tropin. Since responders to hormonal therapy ' appear 
to be good candidates for tattooing of the pruritic skin 
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* In these patients there was only a temporary decrease in the intensity of 


pruritus; tor practical purposes this amounts to a negative response, 


ing to the other groups, even though they are normoten- 
sive, are now receiving an extensive trial of Rauwolfia 
serpentina, the active principle of the root, or its alkaloid, 
reserpine, for sedative effects. To date my studies have 
revealed a sedative effect on most anxious patients, with- 
out a direct effect on the pruritus itself. Some of the pa- 
tients receiving this medicament tolerate their pruritus 
better only while under therapy. These new therapeutic 
agents are good substitutes for the barbiturates. How- 
ever, prolonged reserpine therapy in high dosages may 
cause mental depression among other, better known toxic 
side-effects. 

Group 5.—No relief was obtained in 8 of 12 patients 
in group 5 who had mild to severe pruritus associated 
with either simple dermatitis or considerable excoriation 
that usually resulted from the local irritative effects in- 
cident to the passage of loose stools ‘ from either short- 
lived or prolonged diarrhea. In the other four patients, 
the antipruritic response to hydrocortisone varied from 
mild to mediocre, which, for practical purposes, amounted 
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to a negative result, even though large quantities of the 
hormone were used at frequent intervals (at a potential 
cost that is prohibitive to the average patient), and the 
dermatitis improved temporarily. These patients usu- 
ally responded well to other forms of therapy.* Three pa- 
tients with chronic, nonspecific ulcerative colitis and as- 
sociated severe anal pruritus and dermatitis responded to 
the guarded use of corticotropin; the degree and ratio of 
improvement of the itching corresponded to the improve- 
ment of the disease process of the colon, 

Group 6.—Regional pruritus secondary to antibiotic 
therapy does not appear to respond to the topical applica- 
tion of hydrocortisone. This subject has been fully dis- 
cussed elsewhere.* 

Group 7.—The steroid hormones appear to be an in- 
effective therapy for patients with severe pruritus of the 
anoperineal skin that is associated with anal fistulas and 
anal fissures (ulcers) and for many patients with prolaps- 
ing internal hemorrhoids. In general, while relief may 
occur, a cure cannot be expected from any form of anti- 
pruritic therapy unless the associated proctologic lesions, 
especially those that produce moist irritating discharges, 
are extirpated. Moreover, the character of these lesions 
necessitates surgical removal in their own right, even 
when no itching is present, regardless of their causal im- 
portance in pruritus. This point of view has gained wide 
acceptance; the occasional exception is typified by the in- 
consistent author who states in one part of a sentence that 
extirpation of all of these lesions is “nonsense,” and in 
another sentence of the same paragraph that “the trigger 
mechanism in pruritus ani may frequently be a painful 
hemorrhoid or fissure.” 

Group 8.—Pruritus caused by pediculosis in three 
cases and by oxyuriasis in two cases failed to respond to 
hydrocortisone; a good response, however, followed ap- 
propriate specific therapy.’ Pruritus caused by or ac- 
companying chronic lymphatic leukemia also failed to 
respond to this hormone. 

The modus operandi of this form of therapy remains 
to be explained as does the basic mechanism of the action 
of all steroid hormones. It appears that in the favorable 
cases, e. g., those associated with cutaneous eczematous 
changes, the hormone appears either to reverse the pru- 
ritic process or to hold it in abeyance at least for the dura- 
tion of the treatment. Hydrocortisone therapy is not a 
cure for either the underlying or the precipitating condi- 


tions. 
CONCLUSIONS 


Hydrocortisone acetate or free alcohol applied topi- 
cally in a concentration varying between | and 2.5% is 
morbistatic and hence a valuable symptomatic agent 
for the suppression or control of certain types of ano- 
genital pruritus. These have been grouped distinctively 
primarily for therapeutic orientation. Thus, hydrocorti- 
sone is particularly effective in the treatment of most 
patients with intractable anal pruritus (group 1), but is 
completely ineffective for pruritus in patients of groups 4 
or 8. Since regional pruritus is seldom due to one cause, 
one therapeutic agent can hardly be used successfully to 
the exclusion of other rational (and more economical ) 
therapeutic measures." Furthermore, hydrocortisone 
should not be used promiscuously or indiscriminately as 
seems to be the present trend. Many patients with pru- 
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ritus who were seen in consultation in recent months had 
been treated with hydrocortisone even before a proper 
examination was made. To date, no systemic effects 
have been observed after the topical application of hydro- 
cortisone. The combination of hydrocortisone with an 
antibiotic as used in 17 patients with pruritus and asso- 
ciated secondary infection seems to exert a beneficial ef- 
fect on the pyogenic infection, without interfering with 
the antipruritic action of the hormone. Based on observa- 
tion only, I have gained the impression that the free alco- 
hol hydrocortisone is as effective as and probably supe- 
rior to the acetate form. 

The continual topical application of any medicament 
by the patient to the anogenital area, which is an erog- 
enous zone, carries the often unrecognized risks of per- 
petuating or even increasing the severity of the pruritus. 
This, of course, applies to topical hydrocortisone therapy, 
as continued treatment is invariably necessary because 
otherwise this hormone seldom “produces more than 
temporary relief of symptoms.” * The best therapeutic 
accomplishment of the steroid hormones, in most cases, 
is the suppression of itching. This fact constitutes a sig- 
nificant development because it affords the patient wel- 
come relief and, at the same time, affords the clinician 
an opportunity to use effective and rational measures to 
control the underlying and precipitating cause or causes 
of the pruritus. Failure to eliminate these causes makes 
necessary, or even mandatory, the institution of radical 
forms of treatment, including tattooing of the pruritic 
skin with mercuric sulfide or the subcutaneous injection 
of ethyl alcohol by the original method described in 1916 
by Harvey Stone, or surgical plastic procedures in order 
to bring about permanent freedom from pruritus. The ex- 
perience with the patients of group 7 again emphasizes 
the necessity of extirpation of concomitant proctologic 
lesions, especially those that are accompanied by moist 
discharges that may irritate the anogenital skin. 


ADDENDUM 

In recent months, fludrocortisone acetate (9-a-fluoro- 
hydrocortisone acetate), a compound containing fluorine 
in its steroid ring, has become commercially available in 
concentrations of 0.1% and 0.25%. In these concentra- 
tions this medicament has not shown any superiority to 
ordinary hydrocortisone in the treatment of 15 patients 
with anogenital pruritus. In one instance, the pruritus and 
cutaneous irritation were intensified to a great extent 
when this hormone was applied to an acutely inflamed 
pruritic perianal skin showing on one hand a decided 
lack of alleged potentiation of the anti-inflammatory ac- 
tion of hydrocortisone and, on the other hand, possible 
harm. Moreover, the possibility of systemic absorption, 
with consequent deleterious effects such as edema, hypo- 
potassemia, hypochloremia, and acidosis,’ cannot be ex- 
cluded at this stage of clinical assessment. Absence of 
proof cannot yet be interpreted as proof of absence of 
such reactions. 
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DIENTAMOEBA FRAGILIS, AN INTESTINAL PATHOGEN 


Major Martin A. Swerdlow (MC), U. S. Army 


and 


Lieut. Col. Robert B. Burrows (MSC), U. 8. Army (Res.) 


In a previous paper ' a detailed report was made on 
the pathology of four cases of Dientamoeba fragilis infec- 
tion of the appendix. Since then 11 additional cases have 
been encountered, some in a review of cases back to 
January, 1951, and some in recent appendixes submitted 
to this laboratory. In this paper additional evidence tend- 
ing to incriminate Dientamoeba as a pathogen is pre- 
sented. For many years there has been some question of 
the possible pathogenicity of Dientamoeba, as patients 
infected with this species exhibited symptoms which did 
not disappear until treatment eliminated the infection. 
These reports were summarized in the previous paper *; 
however, no concrete evidence of pathogenicity existed 
until the work on D. fragilis in the appendix demonstrated 
that the amebas ingest red blood cells and that fibrosis of 
the appendiceal wall could be demonstrated in each case. 
In an examination of 1,130 appendixes, D. fragilis has 
been encountered in 15, or 1.3%, which is about twice 
the incidence found in routine stool specimens received 
by the parasitology branch during the same period. 


PROCEDURE 

Appendixes from Army and Air Force hospitals within 
the Sixth Army Area are received by the laboratory in 
10% formaldehyde. Portions from at least three different 
levels of the appendix are removed for embedding and 
sectioning. In addition, part of the contents of the re- 
maining levels is washed out and sent to the parasitologist, 
where direct smear examination, concentration by form- 
aldehyde-ether sedimentation, and Tergitol iron-hema- 
toxylin staining are carried out in a search for parasites. 
Some of the sections from each appendix are stained with 
Harris’ hematoxylin-eosin stain and with van Gieson’s 
stain for use by the pathologist and some with the Tergitol 
iron-hematoxylin method for use by the parasitologist, as 
the latter stain shows protozoan nuclei more sharply than 
do the other two stains. 


PARASITES IN APPENDIXES 

D. fragilis was found in 15 cases, Enterobius vermicu- 
laris in 10, and Chilomastix mesnili, Endamoeba colli, 
Giardia lamblia, Strongyloides stercoralis, and Trichuris 
trichiura in one case each (see table). Only three ap- 
pendixes showed Dientamoeba as the only parasite pres- 
ent. In each of the cases, some of the Dientamoeba para- 
sites were found to show ingested blood cells (fig. 1). 
In the majority of cases the percentage of amebas with 
blood cells ranged from 5 to 8% but the percentage went 
as high as 16 in case 12 and to less than one in case 4, 
in which there were few blood cells in the lumen. Al- 
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though the D. fragilis organism generally is less than 10u 
in diameter, some were found to have three to six ingested 
blood cells, resulting in an expansion of the organism. 

D. fragilis resembles E. histolytica in its preference for 
ingesting red blood cells but apparently lacks the power 
to invade tissue, as does the latter, for no evidence of 
tissue penetration could be found in any of the ap- 
pendixes. 


PATHOLOGY OF THE APPENDIXES 
The 15 appendixes exhibited a variety of pathological 
conditions, ranging from acute suppurative appendicitis 
to lymphoid hyperplasia of the appendix to pure fibrosis 


Parasites Found and Diagnoses Made in Fifteen Cases 


Age, Parasites 
Case Sex Found * Pathological Diagnosis 
1 M 28 Df-t, Ev-a, Lymphoid hyperplasia, organized 
Tt-o periappendicit.s, fibrosis 
2 F 20 Df-t, Ee-t, Acute catarrhal appendicitis, 
Ss-l brosis 
3 F 27 Df-t Lymphoid hyperplasia, fibrosis 
4 F 27 Df-t, Ev-a Acute periappendicitis, fibrosis 
5 F 15 Dtf-t, Ev-a, Fibrosis 
Cm-t 
6 F 34 Di-t, Gle Acute appendicitis, fibrosis 
7 F 9 Dt-t, Ev-a Fibrosis 
M 7 Di-t Acute appendicitis, minimal fibrosis 
9 F 22 Di-t Acute appendicitis, fibrosis 
10 F 5% Df-t, Ev-ao Lymphoid hyperplasia, fibrosis 
ll F 4 Di-t, Ev-a Fibrosis 
12 M 20 Di-t, Ev-a Acute appendicitis, fibrosis 
13 F ll Di-t, Ev-a Fibrosis 
14 F 25 Di-t, Ev-a Fibrosis 
15 F 25 Di-t, Ev-o Fibrosis, severe 
* Cm = Chilomastix mesnili, Ee = Endamoeba coli, Ev = Enterobius 


vermicularis, Df = Dientamoeba fragilis, Gl= Giardia lamblia, Ss = 
Suougyioies siercorahs, = Trichuiis trichura; stages: «a= adult, 
¢= cyst, 1= larva, o = ova, t = trophozoite. 


(see table). Underlying all of these changes was an in- 
crease in fibrous connective tissue of the submucosa (fig. 
2), which in most instances replaced or encroached upon 
the lymphoid tissue of the mucosa and in some cases 
actually encroached upon or replaced portions of the 
inner muscle layer. In some cases bands or fingers of 
fibrous connective tissue extended to the mucosal epithe- 
lium. It must be admitted that the interpretation of an 
increase in fibrous connective tissue in these appendixes 
is, in part, a subjective one. This interpretation is based 
partly on the personal experience of one of us (M. A. S.) 
upon examining innumerable routine appendixes and in 
part on a specific comparison of these appendixes with 
both normal appendixes and appendixes with pathologi- 
cal changes similar to those exhibited by the appendixes 
containing parasites. Appendixes for controls were also 
chosen froin patients in age groups comparable to those 
in the series with parasites. Multiple cuts were made of 
all these appendixes and stained with hematoxylin and 
eosin and with the van Gieson connective tissue stain, 
which differentiates the connective tissue from the muscle 
and epithelium. 
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An examination of the table might suggest that, even 
if there were an increase in fibrous tissue in the ap- 
pendixes, the increase was due to other associated para- 
sites rather than to D. fragilis. Another 18 appendixes 
having E. vermicularis as the only parasite were re- 
checked, and only 4, or 22.2% , showed fibrosis. Eleven 
other appendixes with E. coli alone or, in one case, with 
Endolimax nana, were checked, and only one (9.1 ) 
showed fibrosis. Of seven others with G. lamblia alone. 
only one (14.3% ) had fibrosis. Another appendix with 
larvae of S. stercoralis failed to show fibrosis. No other 


appendixes with ova of Trichuris or trophozoites of 


Chilomastix were available for comparison. Of the total 
of 37 appendixes showing the above listed parasites, but 
without D. fragilis, 6 (16.4% ) exhibited fibrosis in con- 
trast to 100% in those in which Dientamoeba was dem- 
onstrated. Therefore, the increase in fibrous tissue can- 
not be attributed to those parasites that occurred in some 
but not in all of these appendixes. 


h 


Fig. 1.—Dientamoeba fragilis from the appendix. 4-C, typical uninucle- 
ate and binucleate forms. D-/, trophozoites with one or more newly in- 
gested or partially digested red blood cells, » 1 500. 


Fibrosis of the appendix is variously described as being 
associated with the patient’s age or perhaps as due to 
repeated previous inflammations. Although age may per- 
haps be a factor in some of these cases, it is unlikely in 
those cases (5, 7, 8, 10, 11, and 13) where the patients’ 
ages ranged from 4 to 15 years. In fact, one of the most 
marked increases in fibrous connective tissue occurred 
in the appendix removed from a 4-year-old child (case 
11), whose appendix showed no pathology other than 
fibrosis. Four of the cases in children 15 years old and 
under showed fibrosis as the only pathological condition. 

Taking the above into account, we hypothesized that 
the fibrosis is associated in some manner with the pres- 
ence of D. fragilis in the appendix. Hakansson * believed 
that the symptoms he observed in a patient infected with 
Dientamoeba were due to the ameba acting as an irritant 
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in the intestine. The evidence obtained from a study of 
these appendixes indicates that D. fragilis probably acts 
as a low-grade irritant over a period of time and that as 
such produces a minimal injury that in turn results in a 
minimal inflammatory response in the appendix and that 
finally results in an increase in the fibrous connective tis- 
sue of the appendix. The inflammation is analogous to a 


+ 
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Fig. 2.—Pathology of the appendix. A, case 11, showing almost complete 
fibrous replacement of the mucosa and dense fibrosis of the submucosa. 
B, case 3, showing fibrous tissue repiacing the mucosal lymphoid tissue. 
C, case 7, showing densely fibrotic submucosa with a thick zone of 
fibrous tissue replacing almost half of the mucosa. D, case 1, showing 
densely fibrotic submucosa with finger-like projections of fibrous tissue 
extending into the mucosal lymphoid tissue. A-C, hematoxylin-eosin stain; 
D, van Gieson’s stain. 


low, smoldering, quiet fire. Similar conditions due to 
bacteria are not uncommon, for example, in diseases of 
the heart and kidneys. 


2. Hakansson, FE. G.; Dientamoeba Fragilis, a Cause of Illness: Report 
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SUMMARY 

The frequency with which Dientamoeba fragilis 1s 
found in the appendix, its preference for red blood cells 
when they are available, and the concomitant occurrence 
of fibrosis of the appendiceal wall in all cases of D. fragilis 
infections of the appendix incriminate it as a pathogen. 
Nearly half of the observed cases were in children, an 
age group that rarely shows a fibrotic condition of the 
appendix. Inasmuch as this ameba causes various clinical 
symptoms, ingests blood cells, and causes tissue changes 
in the host, infections should be treated whenever en- 
countered. 


4949 Rockhill Rd. (Dr. Swerdlow). 


CLINICAL NOTES 


EVALUATION OF LEAD 1 AS A SCREENING 
TECHNIQUE FOR HEART DISEASE 


Henry J. Weintraub, M.D., New York 


Mass screening surveys for various types of major 
disease have been increasingly used and found variously 
useful in recent years. It is generally agreed that a simple, 
inexpensive, reliable screening technique for the detection 
of heart disease in mass surveys would be valuable. Such 
a technique should ideally yie!d a very large percentage of 
“positive” results in those with heart disease (whether 
known or unknown) and a very small percentage of 
“false positive” results in those without heart disease. ' 

Coronary heart disease, especially in the older age 
groups, forms a very large percentage of all cases of heart 
disease. Master and others ° found that “at least 40% 
of patients with coronary disease do not present any ob- 
jective evidence of heart disease.” Their examination in- 
cluded a resting 12-lead electrocardiogram. White * has 
stated that “nearly one fourth of all cases of angina 
pectoris show an apparently normal heart by all methods 
of examination,” including electrocardiography. Dawber 
and associates * found, in their mass survey of 2,000 
adults, that over half the multiple-lead electrocardio- 
grams of those with possible or definite clinical heart dis- 
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ease were within normal limits. Phillips and others,’ in 
their survey of 2,252 adults, found that 35% of those 
with heart disease had normal 1|2-lead or 13-lead electro- 
cardiograms. They state also that eliminating patients 
with “minor” electrocardiographic abnormalities would 
further significantly lower the sensitivity of the electro- 
cardiogram in case finding. Riseman and Brown ° found 
that 26 of patients with angina pectoris had no cardiac 
enlargement, no and no abnormalities in 
the 4-lead (1, 2,3, 4F) electrocardiogram. Riseman and 
Josephs * state that, of 134 patients with definite angina 
pectoris, in the 100 patients without past myocardial in- 
farction there were normal 12-lead electrocardiograms 
in 52% and in the 34 patients with past infarction there 
were normal | 2-lead tracings in 21%. 

It is thus evident that multiple-lead electrocardiog- 
raphy is not a good method for the mass screening of 
heart disease. Too large a percentage of those with heart 
disease would be missed by this method. There would 
seem, therefore, to be no need for this paper. However, 
let us make the assumption that the percentage picked 
up is large enough to be worth-while. Then would follow 
the valid objection that this method is too cumbersome, 
too time-consuming, and too expensive for mass surveys. 
The taking of lead | alone overcomes this objection 
thoroughly. Therefore, if it could be shown that lead | 
alone was essentially as good as multiple-lead electro- 
cardiography in picking up cases of heart disease, the 
method would be useful for mass screening purposes 
(always bearing the original assumption in mind). Pa- 
pers have been written indicating that such is the case. 
In an issue of Pfizer’s “Spectrum,” * the cardiologist of a 
large municipal hospital is quoted: “The fact is that the 
vast majority of all electrocardiographic abnormalities 
show up in lead | alone.” In answering a question relat- 
ing to electrocardiograms for screening purposes, in the 
Queries and Minor Notes section of THE JOURNAL," one 
consultant wrote: “As a screening tool in mass surveys, 
lead | is highly effective in dividing a population into 
‘normal’ and ‘abnormal’ groups.” Dawber and others,’ 
in their previously noted mass survey of 2,000 adults, 
wrote that “lead | will detect essentially the same propor- 
tion of persons with clinically definite or possible cardiac 
abnormalities as the 12-lead electrocardiogram.” They 
felt that, because of this high degree of correlation, lead 1 
alone could be used with almost equal effectiveness (as 
multiple-lead electrocardiography) in mass screenings. 
The work reported in the present paper was undertaken 
in an effort to determine whether lead | alone was es- 
sentially as good as multiple-lead electrocardiography in 
demonstrating electrocardiographic abnormalities. 


METHOD OF STUDY 

All electrocardiograms taken at the Sidney Hillman 
Health Center consist of at least 12 leads (1, 2, 3, aVR. 
aVL,aVF, and V1-V6). The patient population is ambu- 
lant, predominantly male, and is an older age group, the 
average age being 50 years. Electrocardiograms are re- 
quested by the examining physicians (a) when clinically 
indicated and ()) in many patients routinely, above ages 
40 (male) and 45 (female). Several thousand electrocar- 
diograms are taken annually. For this study, consecutive 
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electrocardiograms were used, eliminating “repeat” trac- 
ings on the same individual. Several hundred were inter- 
preted, until a total of 200 consecutive, definitely abnor- 
mal, 12-lead electrocardiograms had been recorded. Sev- 
eral tracings revealing minor aberrations in leads 2, 3, 
aVR, aVL, aVF, and/or V1-V6, without abnormality in 
lead 1, were eliminated from this study. These 200 ab- 
normal electrocardiograms were then separated into two 
groups, those with normal lead | and those with abnormal 
lead 1. 
RESULTS 

Of these 200 definitely abnormal 12-lead electro- 
cardiograms, 52, or 26% , had a normal lead 1. Of these 
52 tracings, one-half, or 26, revealed evidence of pos- 
terior wall or posterolateral infarction that was not re- 
cent, 9 revealed anterior wall infarction that was not 
recent, 3 showed transitory arrhythmias not evident in 
lead 1, 5 had left ventricular hypertrophy, and 9 had 


Representative abnormal tracings with normal ‘ead 1. 


nonspecific S-T segment and T-wave abnormalities. The 
figure presents representative samples of these 52 electro- 
cardiograms. In each instance, normal lead | is illus- 
trated, together with the respective abnormalities found 
in the other 11 leads. 


SUMMARY AND CONCLUSIONS 

In the first 200 definitely abnormal, 12-lead electro- 
cardiograms found in the interpretation of several hun- 
dred consecutive tracings, studied with reference to the 
presence of normal or abnormal lead 1, 52 (or 26% ) 
had a normal lead 1. One-half of these 52 tracings re- 
vealed evidence of posterior wall myocardial infarction 
that was not recent. Lead | alone is not “essentially as 
good as multiple-lead electrocardiography in demonstrat- 
ing electrocardiographic abnormalities.” Electrocardiog- 
raphy is not a good method for the mass screening of 
heart disease. If, however, this medium is to be used, 
multiple-lead electrocardiography is much preferable to 
the method of using lead | alone. 
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MYOCARDIAL INFARCTION PRECIPITATED 
BY MASTER TWO-STEP TEST 


Laurence A. Grossman, M.D. 
and 


Milton Grossman, M.D., Nashville, Tenn. 


Difficult diagnostic problems often occur when pa- 
tients have pain in the chest and upper extremities. This 
pain may be of minor significance or may have serious 
meaning. In the presence of established coronary artery 
disease anginal pain is frequently atypical. Cardiac and 
extracardiac pain may have the same location and similar 
areas of referral. In approximately 40% of the patients 
who have coronary artery disease with myocardial in- 
sufficiency, physical examination, x-ray and fluoroscopic 
examinations, and the resting electrocardiogram are nor- 
mal. Therefore, the aid of other diagnostic tests has been 
sought. Various procedures have been devised for test- 
ing the adequacy of coronary flow. Deviations from the 
normal electrocardiogram have been shown to occur dur- 
ing anginal attacks.! The exercise test has been accepted 
as a clinical method of establishing the presence of cor- 
onary insufficiency. The “two-step” exercise test was 
first standardized by Master and Oppenheimer.” Initially, 
a measured amount of exercise was performed in one and 
one-half minutes. On occasions this test has been modi- 
fied so that double the amount of exercise is performed in 
three minutes.” 


The two-step exercise test is widely used because of its 
simplicity. In addition, it closely simulates the type of 
exertion that an individual performs in his daily activities. 
The test, when properly performed, is considered rela- 
tively free from untoward reactions. If during the exer- 
cise the symptoms of precordial distress, weakness, or 
severe shortness of breath develop, the exercise should be 
stopped immediately and electrocardiograms obtained. 
In several thousand tests Master ‘ did not encounter any 
untoward reactions. Cases of sudden death after exer- 
cises have been recorded, but these did not involve the 
use of the two-step test. The following report emphasizes 
the necessity for caution in performance of the two-step 
test and suggests that it is not without some danger. 


REPORT OF A CASE 


A 42-year-old white man was examined on Jan. 30, 1952. 
Four months previously, on Sept. 9, 1951, he awakened in the 
early morning with severe substernal pain. This pain radiated 
to the left shoulder and left arm and lasted 90 minutes. Later 
he was examined by a physician and was told he had “a slight 
heart attack.” His activities were restricted, but bed rest was 
not advised. In the subsequent period he experienced on exertion 
substernal pain with left arm radiation. Angina decubitus was 
also present. He was frequently awakened at night with chest 
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pain. The pain was of brief duration and subsided spontaneously. 
Nitroglycerine had not been employed. His history showed that 
on two occasions an elevated blood pressure had been noted. 
His father had died at age 73 with angina. 


Physical Examination.—Physical examination showed the 
patient was slightly obese. The retinal and peripheral arteries 
were not thickened. His lungs were clear. The heart was of nor- 
mal size, the sounds were of good quality, and the rhythm was 
regular. Blood pressure was 150/100 mm. Hg. There were no 
other abnormal physical findings. The resting electrocardiogram 
was borderline. A Master two-step exercise test was then at- 
tempted. After the patient made eight trips over the stairs, un- 
usual dyspnea was noted. The test was immediately stopped, 
and a series of electrocardiograms were obtained (see figure, /). 
At no time was there any substernal pressure or pain. Short 
runs of ventricular tachycardia and an acute anterior wall 
ischemia pattern evolved. Within 10 minutes T-wave inversion 
had appeared in the precordial leads. These changes persisted, 
and it was thought that a myocardial infarction had occurred. 
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MASTER TEST—GROSSMAN AND GROSSMAN 
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A series of electrocardiograms taken before and after 


The patient was then admitted to Vanderbilt University 
Hospital. The white blood cell count was 10,000 per cubic 
millimeter. The sedimentation rate the next day was 10 mm. 
in one hour, increasing to 25 mm. one week later. Treatment 
consisted of three weeks of bed rest and anticoagulant therapy 
with bishydroxycoumarin (Dicumarol). Electrocardiograms dur- 
ing this period showed T-wave changes compatible with healing 
anterior wall myocardial infarction. Convalescence was unevent- 
ful, and the patient was discharged on Feb. 20, 1952. Ambulation 
was then gradually resumed. He has since remained active in 
the practice of law until the present date. There has been no 
further anginal pain. Follow-up study has shown a_ blood 
pressure varying from 130/80 to 180/100 mm. Hg. The elec- 
trocardiogram has slowly returned to a normal pattern (see 
figure, 2). 

COMMENT 


Although widely employed, the two-step exercise test 
must not be considered an innocuous procedure. Despite 
the absence of deleterious reports such instances have 
occurred.’ Electrocardiographic changes may occur 
whether or not pain appears during exercise. No attempt 
should be made to induce pain. Precipitation or aggrava- 


10 Min. After 
Exercise 


J.A.M.A., May 21, 1955 


tion of an existing myocardial infarction may take place 
in the absence of pain or substernal distress. In order to 
minimize this occurrence the following precautions are 
necessary. 1. A careful history should be taken te rule 
out the possibility of an acute myocardial infarction. 2. 
An electrocardiogram should be made just prior to the 
test (stigmata of coronary artery disease eliminate the 
need for the test). 3. If, during the exercise, the patient 
complains of precordial distress, weakness, or severe 
shortness of breath the exercise should be stopped imme- 
diately and an electrocardiogram should be obtained. 4. 
A physician in attendance is mandatory. The need for a 
physician’s presence and the importance of good clinical 
judgment during the procedure must be emphasized. 
After the performance of the exercise test and the de- 
velopment of myocardial infarction the patient reported 


7 Days After 
Exercise 


20 Days After 6mos. After 
Exercise 
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Exercise 


the Master two-step test was given to a patient. 


on had not experienced any substernal pain or distress. 
This followed the development of the typical T-wave 
changes of myocardial infarction and is in accord with 
the concept that the ischemic rather than the necrotic 
area of the myocardium is responsible for the pain. 


5. Newman, E. V.: Personal communication to the authors, 


Intra-Arterial Transfusion.—The clinical evaluation of intra- 
arterial blood transfusions administered to six patients who were 
wounded in combat was compared to the results obtained by 
rapid intravenous transfusions given to seven men who also were 
combat casualties. The average rate of blood given intra- 
arterially was 88 cc. per minute, and intravenously, 70 cc. per 
minute. These were actual rates at which blood was given and 
not the maximum rates possible. There was no discernible differ- 
ence in the rate of response between the patients who received 
blood intra-arterially and intravenously.—Lieut. Col. C. P. Artz, 
Capt. Y. Sako, and Capt. A. W. Bronwell, (MC), U. S. Army, 
Intra-Arterial vs. Rapid Intravenous Blood Transfusion, United 
States Armed Forces Medical Journal, March, 1955. 
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SPONGE RUBBER BOOT FOR VARICOSE 
ECZEMA AND VARICOSE ULCERS 


Walter G. Gasner, M.D., Mt. Vernon, N. Y. 
and 


Maurice J. Costello, M.D., New York 


Many and various types of elastic bandages or stretch- 
able stockings have been developed and used in the treat- 
ment of various eczemas and other afflictions requiring 
a pressure correction. It was felt that if pressure could be 
applied without too much constriction of the underlying 
vessels the resulting venous and arterial support would 
be beneficial. Furthermore, the action of the leg muscles 
against sponge rubber of adequate thickness would be 
pump-like while walking. We have developed a sponge 
rubber boot that is constructed in the following manner: 
1. Measure the distance along the leg from 1 in. (2.5 cm.) 
above the ankle to 2 in. (5.0 cm.) below the bend of 
the knee. 2. Measure the widest circumference of the leg. 
3. A piece of sponge rubber 4 in. thick and of the above 
length and width is placed around the leg. 4. The posterior 
part is marked off with a pencil to conform to the con- 


Sponge rubber boot for patients with varicose eczema and varicose 
ulcers is closed at the seams with adhesive tape and a zipper. 


tour of the calf of the leg. 5. The excess sponge rubber is 
cut out with a razor blade, and the edges are closed with 
adhesive tape. 6. The anterior portion is approximated 
with a zipper that is sewed in place. 7. After the boot 
(see figure) is put on, a “horse track” bandage is spirally 
placed to give additional outside support. Following is 
a report of two cases in which the sponge rubber boot 
was used successfully. 
REPORT OF CASES 

Case 1.—A 55-year-old white woman was examined in No- 
vember, 1952, at which time she presented marked swelling of 
the right leg with eczematization and a quarter size ulcer on 
the lower medial aspect of the leg of five years’ duration. The 
patient complained of a great deal of pain. Bacitracin ointment 
was applied locally, and the sponge rubber boot was used. There 
was a definite improvement at the end of two weeks with dim- 
inution of pain. At the end of one month the ulcer had healed, 
and the leg was of normal size. 

Case 2.—A 52-year-old white woman had varicose eczema of 
both legs of three years’ duration. There was marked edema, 
with an exudative crusting eruption extending from the ankles 
to the knees. Wet dressings were used for one week, followed 
by treatment with 5 crude coal tar ointment for one week. 
As the acute process was subsiding the sponge rubber boot was 
advised. One month after wearing the sponge rubber boot, the 
patient was completely ambulatory and the eczematization had 
subsided. 


Professional Building (Dr. Gasner). 
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INTRAVENOUS NEEDLE LOCK 
Allan Bloxsom, M.D., Houston, Texas 


It is always disconcerting to the physician and uncom- 
fortable to the patient to have an intravenous needle come 
out of the vein during infusions or transfusions. This is 
particularly true in pediatric cases where so much move- 
ment of the patient is seen. A simple locking device to 
maintain a needle in the vein is shown in the figure, A. 
The device consists of two parts, one a collar that slips 
over the hub of the needle, and the other a spring clip 
that fits in the upper part of the collar above the needle. 
The spring clip has four small prongs on the end that 
are sharp enough to hold in the skin but not enough to 
pierce the skin. A short spring clip, not shown, is made 
for use on short needles for scalp veins in giving trans- 
fusions to infants. The collar is firmly attached by the 
set screw in the side to the grooved hub side of the needle. 
This small screw is turned for fastening and unfastening 


Simple locking device to maintain a needle in a vein. A, showing the 
collar, which slips over the hub of the needle, and the spring clip, which 
fits in the upper part of the collar above the needle. B, four prongs on 
the spring clip lock the needle in the skin and underlying vein. 


the collar on the needle hub by inserting the side of the 
Stainless steel spring into the screw top. After the collar 
is attached to the hub of the needle with the locking side 
screw, the needle is inserted into the vein. The thin stain- 
less steel spring clip then is inserted into the collar above 
the needle hub and the screw on the top turned down 
manually. This forces the pronged end down to catch into 
the skin, which effectively locks the needle in the skin 
and underlying vein, as shown in the figure, B. To remove 
the needle from the vein, the set screw on top of the collar 
is unscrewed, which allows the spring clip to rise from 
the skin. The spring clip is removed from the collar, and 
the needle then can be removed from the vein. 
4402 Travis St. 


From the Department of Pediatrics, Baylor University College of 
Medicine, and the University of Texas Postgraduate Medical School. 

This locking device is manufactured by the Texas Nautical Repair 
Company, 1015 Bell, Houston, Texas. 
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PORTABLE APPARATUS FOR INTERMITTENT 
HEAD TRACTION IN THE SITTING POSITION 


Wallace B. Hamby, M.D., Buffalo 


Head traction has been found helpful for a number of 
complaints referable to the head, neck, and shoulders. 
Methods of applying such traction are extremely variable, 
depending on the effect desired. The apparatus to be de- 
scribed is designed (1) to be used in the patient's home 
as frequently as desired; (2) to have the stress supplied 
by the weight of the patient’s body, rather than from a 
properly or improperly prescribed number of pounds of 
weight; (3) for portability, permitting its use in apart- 
ments in which the woodwork must not be marred by 


Portable apparatus for head traction, showing conventional canvas head 
halter (a), small pulley (>), through which cord is pulled, and the “‘line- 
tightener”’ (c), a locking device. 


screws and its use by persons who travel; and finally, (4) 
for availability at reasonable cost, in a package. The appa- 
ratus consists of a conventional canvas head halter (see 
figure, a). The commonly supplied metal spreader bar is 
discarded, and the rings of the halter are held in a wide 
loop tied in the end of the heavy traction cord. The cord 
is passed through a small pulley (>) that is attached to the 
end of a pair of light metal ice-tong calipers that will be 
clipped on the upper edges of a door frame. The end of 
the cord then is passed through a metal “line-tightener” 
(c), which is a locking device through which a line may 
be passed in only one direction, unless a trigger is tripped. 
Through the ring at the end of the line-tightener a 24 in. 


From the University of Buffalo School of Medicine and the Buffalo 
General Hospital. 


Apparatus is available from the Jeffrey-Fell Co., 1700 Main St., Buf- 
falo 9, N. Y 


J.A.M.A., May 21, 1955 


piece of line is looped and tied securely. The end of the 
traction cord is knotted. 

To use the apparatus, the patient secures the tips of the 
caliper on the upper edge of a door frame. A chair is 
placed under the caliper. The cord loop at the end of the 
line-tightener is put around one of the front legs of the 
chair. The patient sits in the chair and adjusts the halter 
to his head, being sure to get the chin strap properly 
oriented. He then grasps the free end of the traction cord 
and pulls it through the line-tightener, sitting as erectly as 
possible, until the entire cord system is taut. He then re- 
laxes his pull on the cord; the line-tightener locks the line 
to prevent it running back. The patient now relaxes, al- 
lowing his body to slump downward, gradually putting 
a comfortable amount of traction on his neck. The head 
may be rotated in order to stretch various neck muscles. 
The patient has full control of the traction; it is only nec- 
essary for him to sit up to relax it and for him to trip the 
trigger on the line-tightener to release traction com- 
pletely. 

I have found it most helpful to have the patient use the 
traction several times a day through time periods deter- 
mined by his own tolerance. The traction periods should 
be continued as long as the symptoms indicate a need for 
them. If symptoms recur, he can use the traction again. 
I have found instructions of this type more effective than 
the prescribing of a definite time and period. Prescrip- 
tions of the last-described type are rarely carried out, 
thus negating the value of the entire program. Should the 
prescription of traction of definite weight be desired, this 
can be accomplished by tying a spring balance in the line 
at eye level. 

140 Linwood Ave. (9). 


Antigens and Antibodies.— Many immunological reactions . . 
are concerned with the combination of antigens and antibodies. 
Antibodies are modified serum 7¥-globulins, i. e., are proteins, and 
complete antigens are usually proteins or protein-containing 
complexes. Thus research in immunology often involves a study 
of an interaction between two proteins; sometimes these proteins 
have very similar chemical properties, and indeed in some re- 
actions the antigen and the antibody molecules may be almost 
as much alike as are identical twins. Here the isotopic method 
can be most helpful, for if the antigen is labelled with one isotope 
and the antibody with a different one, the complexes formed 
when the two react can readily be studied. Also, it is possible 
to detect and measure each of these reactants in the presence of 
the other reactant and considerable amounts of impurities, in- 
cluding other proteins. . . . The methods of labelling antigens 
and antibodies with radioactive isotopes must, of course, be 
carefully chosen. The label, preferably an isotope of an element 
normally present in the antigen or antibody studied, must be 
firmly attached to the protein. Above all, the labelling process 
should not involve treatment which is likely seriously to damage 
the protein molecule concerned, and the labelled protein should 
have all the specific immunological properties of the unlabelled 
material. Investigations in this field have been almost 
completely confined to studies on rabbits, guinea pigs, rats, mice 
and other so-called experimental animals. It is possible, however, 
that before long the isotopic tracer technique may be found 
useful and appropriate for certain limited studies on immunity 
reactions in man, but obviously the utmost caution will have 
to be shown in any development of this type.-—A. Wormall, 
D.Sc., The Use of Radioactive Isotopes in Immunology, British 
Journal of Radiology, January, 1955. 
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DIAGNOSTIC PROBLEMS 


PRESENTATION OF CASE 
Elizabeth A. McGrew, M.D., Chicago 


A §1-year-old white woman was hospitalized because 
of headache, weight loss, and weakness of the right arm 
and leg. Her right pupil was noted to be enlarged 22 years 
before admission, and gradually both pupils became of 
equal size. Eight years before admission, her right leg 
and thigh, right arm and shoulder, and the right side of 
her face were noted to perspire excessively. In recent 
years, when not perspiring, these regions felt cold. For 
four years she had had severe throbbing occipital head- 
aches, which recently had spread to the frontal regions. 
These headaches often awakened her from sleep; they 
were associated with stiffness of the neck and made worse 
by bending the head. For two years she had noted her 
tongue deviated to the left when protruded, and she 
believed her face had become asymmetrical. Her right 
lower extremity became almost completely paralyzed 
suddenly on awakening about two years before admission. 
This paralysis improved somewhat, but the leg. still 
dragged in walking. For about a year she had been losing 
weight, but only in the two months preceding admission 
had she experienced occasional vomiting and difficulty 
in swallowing. About this time she noticed that her left 
arm was numb and cold. 


Physical Examination.—This emaciated woman ap- 
peared chronically ill and older than the stated age. She 
was alert and cooperative. Her blood pressure was 
130/90 mm. Hg. No abnormalities were found in her 
heart, lungs, or abdomen, and there was no fever. She 
was generally weak, but there was distinct loss of muscle 
power in her right upper and lower extremities. Odors 
could be differentiated on the right but not on the left. 
Her visual acuity and fields were normal. Sensation to 
pin prick was diminished on the left side of her face, and 
there was some left facial weakness. Her hearing was 
diminished on the left, and Weber's test lateralized to 
this side. There was no nystagmus. Sensation in her 
pharynx was normal, and there was gag reflex on each 
side; however, the patient had subjective dysphagia. 
There was no hoarseness. Her left trapezius was weaker 
than the right. When her tongue was protruded, it devi- 
ated to the left, and fibrillary twitching was seen on this 
side. There was a Babinski sign on the left. Pain and 
temperature sensation was defective on the left from her 
neck down to the 11th thoracic dermatome. Position 
sense was defective in her right hand, and vibratory sense 
was defective in her right leg. The clinical impression 
was that there were scattered lesions, possibly due to 
syphilis of the nervous system or some progressive vas- 
cular or degenerative disease. 

Laboratory Findings.—Roentgenograms of the chest 
and skull were considered to be normal. The spinal fluid 
was clear, with 99 mg. of protein per 100 cc., and jugular 
compression showed a partial block. Blood and spinal 


From the Department of Pathology, University of Illinois. 
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Wassermann tests were negative. Urinalysis was normal. 
The red blood cell count was 3,540,000 per cubic milli- 
meter, and the leukocyte count was 8,200 per cubic milli- 
meter. 

Course.—The patient became progressively weaker. 
developed bronchopneumonia, and died three weeks after 
admission. 

ANATOMIC DIAGNOSIS 

At autopsy the heart was found to be greatly dilated 
but normal in weight and without valvular deformities. 
There were ascites, bilateral hydrothorax, hydroperi- 
cardium, and marked dependent edema. Mild atheroma- 
tosis of the aorta and coronary arteries was found. The 
portal vein and inferior vena cava were dilated but un- 
obstructed. Each of the voluminous lungs weighed 475 
gm. and showed small patches of atelectasis. The tracheo- 
bronchial tree was filled with thick tenacious mucus. The 
spleen weighed 475 gm.; its veins were dilated, but the 
splenic artery was normal. On section, the spleen was 
very firm and of uniform dark red color. No abnormalities 


Acoustic neurinoma, showing distinctive whorled pattern of tightly 
interwoven bundles of parallel regimented cells. 


of the gastrointestinal tract and pancreas were found. The 
large dark purple liver weighed 1,935 gm. It was coarsely 
nodular, dense, and tough on section. Rather deep arteri- 
osclerotic scars were the only abnormalities in the kid- 
neys. The adrenal glands and remainder of the urogenital 
tract were normal. 

The brain was somewhat edematous. When removed, 
a cystic mass was found on the ventral surface of the 
medulla, apparently blocking the foramen magnum and 
invading into the nearby occipital bone, especially on the 
left. Adjacent to and attached to this mass was a yellowish 
gray tumor projecting into the jugular foramen and into 
the hypoglossal foramen. It extended through the jugular 
foramen 3.5 cm. into the neck but was not attached to the 
vagus nerve, jugular vein, or carotid artery. The seventh 
and eighth cranial nerves were free of the tumor. The 
9th, 10th, and 11th cranial nerves were flattened and 
elongated on the left. The fibers of the 12th nerve could 
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not be distinguished from the tumor. The medulla was 
greatly compressed by the tumor. Histological study in- 
dicated this tumor was a neurofibroma. Sections of the 
liver showed acute intense congestion, with marked fibro- 
sis of the portal areas. Chronic congestion was found in 
the spleen. 


COMMENT 
Oscar Sugar, M.D., Chicago 


This neurofibroma of the hypoglossal nerve is a rare 
lesion compared to the tumors of the 8th and 10th cranial 
nerves. Just as the latter may grow to a great size betore 
being noticed because of pressure symptoms, so did this 
one apparently compress the medulla oblongata for a 
long time before it became apparent. Apparently the first 
signs had to do with compression of autonomic pathways 
in the medulla oblongata, accounting for the pupillary 
changes and the sudomotor changes in the right half of 
the body. The headaches, made worse by bending of the 
neck, are to be ascribed to pressure at the foramen mag- 
num. The deviation and fibrillation of the tongue are 
pathognomonic of a nuclear lesion of the 12th nerve and 
should point directly to this area. The lesions that might 
be responsible for such a finding include tumor; syringo- 
bulbia; bulbar form of amyotrophic lateral sclerosis, al- 
though this would ordinarily cause bilateral symptoms: 
and, rarely, multiple sclerosis. Spread to the adjacent 
posterior cranial nerves or compression of the medulla 
could cause dysphagia and vomiting. Compression of the 
medulla oblongata against the rim of the foramen mag- 
num could cause involvement of the side opposite the 
tumor, and this could produce involvement of the pyram- 
idal tract manifested by weakness and of the spinothalamic 
pathways manifested by loss of pain and temperature 
sense. The facial numbness could be explained by com- 
pression of that portion of the medulla in which the de- 
scending root and nucleus of the trigeminal nerve is found. 
It is rather striking that most of the cranial nerves from 
the trigeminal downward can be greatly stretched over a 
long period of time with only minimal loss of function. 
The partial block and increased level of spinal fluid pro- 
tein might point with the other findings to a tumor of the 
upper cervical portion of the spinal cord or one at the 
foramen magnum. Erosions in this area or in the fora- 
mens of outlet of the various cranial nerves are not readil, 
made visible by routine roentgenograms of the skull. 
Special tilted x-rays are required to visualize these fora- 
mens and might have shown erosion had such views 
been taken. The anasarca and effusions were undoubtedly 
due to the cirrhosis of the liver. This was clinically inap- 
parent on admission and apparently became prominent 
only in the terminal stages of the patient's illness. 


From the Department of Neurological Surgery, University of Illinois. 


Widows.— Although widowhood has been increasingly post- 
poned to the older ages, it is nevertheless an important social 
and economic problem, particularly among women who still 
have dependent children in their care. Currently, at least one 
woman in every ten at ages 45-54 is a widow; at ages 55-64 the 
proportion is more than one in every four. Almost one woman 
in every two who now becomes widowed still has more than 
20 years of life ahead of her.—Sratistical Bulletin Metropolitan 
Life Insurance Company, January, 1955. 


J.A.M.A., May 21, 1955 


SPECIAL ARTICLE 


The following article is the seventh in a series of eight, which 
together constitute the report of a two and one-half year Survey 
of Postgraduate Medical Education by the Council on Medical 
Education and Hospitals ef the American Medical Association. 
The survey included a questionnaire study of a large random 
sample of practicing physicians as well as detailed analyses of 
the postgraduate courses offered by the numerous sponsoring 
institutions and organizations. The preceding article, “Sponsor- 
ship and Administration of Postgraduate Medical Education,” 
appeared in THE JOURNAL, May 7, 1955, page 39. 


FINANCING POSTGRADUATE MEDICAL 
EDUCATION 


Douglas D. Vollan, M.D., Chicago 


Postgraduate medical education is a unique educa- 
tional undertaking, in that the students, the teaching 
methods, and the organization of courses all require spe- 
cial adaptations of procedures used in other fields of 
learning. Postgraduate education is also unique from an 
economic point of view. Not only do most institutions 
lack any specific budget for this work, but the exact costs 
and sources of income are generally not fully apparent. 
The data in this article have been derived from question- 
naires returned by institutions and organizations that 
indicated both actual and estimated hidden costs, as well 
as sources of income. Averages for this group give only 
a general index of the various aspects of cost and income. 


COSTS OF POSTGRADUATE MEDICAL EDUCATION 


The 105 institutions and organizations that answered 
this part of the questionnaire reported over 2 million dol- 
lars spent in the operation of postgraduate programs in 
the year 1952-1953. Over 40% of this expenditure was 
for maintaining the programs of three postgraduate medi- 
cal schools. Since the data submitted were not entirely 
complete, the amount mentioned does not represent the 
total cost of postgraduate medical education in the United 
States. Honorariums and salaries paid for faculty serv- 
ices accounted for over half of the costs. This aspect of 
the cost was much higher for the postgraduate schools, 
in which postgraduate teaching duties are on a more defi- 
nite basis than is the case in other organizations (fig. 1). 
Some medical schools give no remuneration to their own 
faculty for postgraduate instruction but pay them for 
extramural teaching only. There is almost universal! 
agreement among medical educators and others that all 
instructors rendering postgraduate teaching — services 
should receive remuneration. Some medical educators 
believe that medical school faculties should be made up 
of individuals whose salaries are derived partially from 
the postgraduate budget and who are expected to do a 
certain amount of postgraduate teaching each year as a 
part of their over-all responsibility. 

Formerly Assistant Secretary, Council on Medical Education and Hos- 
pitals, American Medical Association, with the assistance of the Council's 
Committee on Postgraduate Medical Education, composed of Drs. Donald 


G. Anderson, James M. Faulkner, Edward L. Turner, and Edward H. 
Leveroos, 

A complete description of the sample, returns, and methods of the 
survey will be made available as an appendix in the reprint edition of the 
series to be published later this year. 
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Administration and overhead account for over one- 
third of the cost among the group responding. This 
varied from one-quarter in the case of postgraduate 
schools to almost one-half of the budgets of the miscel- 
laneous group of organizations. Administration in this 
field constitutes a larger proportion of the cost than in 
other phases of medical education because of the unusual 
amount of detail and the organizational problems in- 
volved. Institutions devoted solely to postgraduate 
teaching achieve more economy on overhead than those 
giving only occasional postgraduate courses. 

Travel and associated expenses accounted for almost 
5% of the costs. This aspect of cost was much lower for 
the postgraduate schools, where practically all courses 
are intramural. Among medical schools, on the other 
hand, it was double the average, because of the more fre- 
quent use of extramural “circuit” courses. Since for the 
courses of many of the miscellaneous group of organiza- 
tions instructors are employed from considerable dis- 
tance, travel and associated expenses constitute a large 
portion of their budgets. Publicity and advertising ac- 
counted for over 4% of the costs. These costs were al- 
most twice as great for medical schools as for the post- 
graduate schools. Publicity costs will continue to be a 
significant budgetary item in postgraduate medical edu- 
cation, but might be reduced by the development of re- 
gional postgraduate informational services. 

There is no standard cost for producing a course. In- 
dividual courses in 27 medical schools on which complete 
data were available cost from $36 to over $8,000 each. 
The mean cost per hour of instruction given among the 
medical schools in this survey was $19. The mean for 
the postgraduate schools was just under $16 per hour. In 
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Fig. 1.—Percentages of postgraduate budgets spent for faculty pay- 
ments, for administration, for travel, and for publicity by 3 postgraduate 


medical schools, 35 undergraduate medical schools, and 67 other organ- 
izations during the academic year 1952-1953. 


general the greater the number of hours offered by an in- 
stitution, the lower the average cost per hour of instruc- 
tion. 
SOURCES OF INCOME FOR POSTGRADUATE 
MEDICAL EDUCATION 

Postgraduate programs derive their monetary support 
from three basic sources: (1) the funds of the institution 
or organization producing the program, (2) various con- 
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tributing agencies, and (3) fees paid by the physicians at- 
tending. The 127 institutions and organizations respond- 
ing to this part of the questionnaire indicated that each 
of these sources provided roughly a third of the total sup- 
port, two-fifths of which was accounted for by the three 
most active postgraduate schools. Institutional funds ac- 
counted for less than a fifth of the support of courses 
given in undergraduate and postgraduate medical schools, 
whereas they represented almost half of the resources of 
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Fig. 2.—Percentages of postgraduate income of 46 undergraduate or 
postgraduate medical schools and 81 other organizations derived from 
their own institutional funds, from fees, and from outside contributing 
agencies. 


other organizations (fig. 2). Contributing agencies, in- 
cluding state medical societies, foundations, govern- 
mental agencies, voluntary health organizations, pharma- 
ceutical manufacturers, and others, accounted together 
for over a third of the financial support of courses at 
undergraduate, graduate, and postgraduate schools and 
less than a quarter of the income of courses sponsored by 
other organizations. Foundations contributed over a fifth 
of the total for all institutions, most of this going to the 
support of one postgraduate school. Government grants 
through health departments and federal agencies ac- 
counted for 3.5% of the total financing. Another 3.5% 
was derived from pharmaceutical manufacturers through 
exhibit fees at courses. Voluntary health agencies con- 
tributed less than 1% of the total income. State medical 
societies contributed less than a third of 1% to post- 
graduate programs other than those they conducted, 
though Smyth found that in the same year as this study 
(1952-1953) nine state medical societies reported a total 
of over $75,000 in expenditures for postgraduate educa- 
tion.” The categorical interests of voluntary health agen- 
cies and government agencies sometimes allow them to 
make grants only in certain fields. Pharmaceutical firms 
do not consider contributions justifiable unless reason- 
ably large numbers of physicians are in attendance. It 
would be advantageous to postgraduate medical educa- 
tion if more unrestricted funds were made available to 
help build up comprehensive programs. 

Fees paid by physicians constitute the largest single 
source of income for financing postgradate programs, 
especially in the case of courses conducted by schools. 
Almost 90% of the courses offered in the past 15 years 
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charged a fee of some kind. In 1952-1953 such fees 
ranged from $1.00 to $1,000 per course. The total fees 
for all courses offered in 1952-1953 for which data were 
available amounted to roughly 2 million dollars. 

The fee charged for individual courses varies with the 
number of instructional hours offered. In most institu- 
tions the charge is arbitrarily set at a basic level for one- 
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Fig. 3.—Percentages of physicians responding to questionnaire who 


believed that various sources should or should not be used for financing 
postgraduate education. 
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day courses or for one-week courses. Deitrick and Ber- 
son * reported that, in general, $5 is charged for a one- 
day course, $20 for a three-day course, and $35 for a 
one-week course. The fee per hour of instruction offered 
in 1952-1953 varied from 25 cents to $2.50, with an 
average of $1.35. In general the fee per hour was higher 
than average for courses offered by postgraduate schools 
and hospitals, and lower than the average for those of- 
fered by health departments, clinics, assemblies, and con- 
gresses. Fees were lower than average in the South, 
Southwest, and Mountain states and higher in the Mid- 
dle Atlantic and Great Lakes areas. 

Opinion differs as to whether or not postgraduate edu- 
cation can pay for itself. There is little difference in at- 
tendance at courses with or without fees. Most program 
directors feel that physicians desire to pay a part of the 
cost. The majority of physicians responding to the ques- 
tionnaire indicated that they themselves should bear the 
major cost of financing postgraduate medical education 
(fig. 3). State and local medical societies and specialty 
or general practice societies were considered to be the 
next most desirable sources of postgraduate income. 


3. Deitrick, J. E.. and Berson, R. C.: Medical Schools in the United 
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Medical schools were listed fourth, and other sources fol- 
lowed. Regional differences were not marked, although 
there was a somewhat lower emphasis on medical so- 
cieties and schools in the Middle Atlantic states, where 
a greater preference was shown for health departments, 
voluntary health agencies, and special national or re- 
gional funds. Specialty society support was more favored 
in the Great Lakes states and state medical society sup- 
port in New England. It is reasonable to assume from the 
evidence at hand that the major burden of the cost of 
postgraduate medical education can ultimately be as- 
sumed by the physicians through fees or through medical 
society dues. Medical schools, health departments, and 
voluntary health agencies might bear the remainder of 
the costs. Supplemental help from foundation grants is 
still needed during the present developmental stage of 
postgraduate medical education. 


COST OF POSTGRADUATE EDUCATION TO THE PHYSICIAN 

Although physicians are willing to assume the major 
direct costs of postgraduate work, the indirect costs are 
a serious deterrent.! This is pointed out by an analysis 
of the nature of the costs of attending postgraduate 
courses. Figure 4 shows that physicians responding to 
this part of the questionnaire reported spending over 5 
million dollars for postgraduate education in the past five 
years, or an average of $300.70 per year per individual. 
This amounts to about 2.4% of the average annual net 
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income of physicians in the United States in 1951.° For 
those physicians who gave itemized answers to this part 
of the questionnaire, the average indirect loss of income 
while away from their practices amounted to $164 per 
year. Direct charges in the form of fees accounted for 
only 15% ($40 per year), and travel and living expenses 
while away taking courses averaged $96, almost a third 
of the total. It is apparent that the direct charges con- 
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stitute a minor aspect of the cost of postgraduate educa- 
tion to physicians, the most important element being 
the loss of income. 

Various proposals for solving this problem have been 
suggested. In some states health departments or founda- 
tions have paid physicians a stipend to attend postgradu- 
ate courses. This practice has been discontinued in re- 
cent years, however, because of strong opposition by 
state medical societies. In Great Britain the National 
Health Service pays physicians for the fees and travel and 
subsistence costs while they are away for postgraduate 
courses and furnishes a locum tenens for the physician. 
Scme believe that a subsidy of some kind should be made 
to encourage physicians to attend postgraduate courses. 
This might be especially useful for young physicians set- 
ting up practices in rural areas. Many courses have been 
developed under the guise of medical society meetings, 
since the cost of attending such meetings is considered a 
deductible expense for income tax purposes. Such prac- 
tices, however, tend to place the most effective medical 
school programs in a poor competitive position and 
might result in lowering of educational standards. If it 1s 
assumed that physicians need periodic refresher educa- 
tion in order to practice sound medicine, it is logical to 
consider postgraduate education as a legitimate business 
expense. To date the Internal Revenue Service has held 
the position that postgraduate medical education results 
in increasing the earning power of a physician and is 
therefore a nondeductible item. This difficulty arises 
from a lack of understanding of the difference between 
graduate and postgraduate medical education.” Prac- 
tically all medical educators and other physicians inter- 
viewed in this study favored making fees, travel, and liv- 
ing expenses of postgraduate education deductible for 
income tax purposes, and many physicians have volun- 
teered comments to this effect. The American Medical 
Association has been pursuing this problem with the 
Commissioners of Internal Revenue for the past two 
years, and at the time of this writing there is reason to 
believe that a ruling favorable to the professions will 
soon be reached. There is no doubt that postgraduate 
education is as necessary as medical society attendance 
in order to practice medicine, and it deserves the same 
if not more consideration for tax purposes. Such recogni- 
tion would appreciably reduce the over-all cost of post- 
graduate medical education to the physician. 


ESTIMATING POSTGRADUATE COSTS 

It is possible to estimate the cost of a postgraduate pro- 
gram if the following variable factors are known: (1) the 
number of physicians for which it is intended (N, in the 
formula below), (2) the total number of instructional 
hours in the program (h), and (3) the average ratio of 
students to instructor in all sessions (r). The following 
additional factors can be taken as constants: (1) the 
average number of hours of preparation or travel each 
instructor spends tor each hour of instruction given (as- 
sumed to be three hours on the basis of this survey), (2) 
the percentage of the total program budget accounted for 
by faculty remuneration (assumed to average 50% on 
the basis of this study), (3) $15,000 as the equivalent 
full-time annual salary for 2,000 hours of a clinical teach- 
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er’s work. By combining the latter factors algebraically 
a constant (k) can be derived with a value of 60. The 
cost (C) of a program can therefore be roughly deter- 


mined with the empirical formula c=“ 


In a hypothetical case calculations show a program 
of 50 hours of instruction per year for all of the 170,000 
practicing physicians in the United States with an averaze 
student-instructor ratio of 25:1 would cost $20,400,000. 
It is unlikely that all physicians can be expected to take 
50 hours of postgraduate education each year, but this 
might be a reasonable amount for physicians to average 
in the years ahead if the present trends in postgraduate 
education continue. The formula is intended mainly to 
indicate that postgraduate costs can be predicted to some 
degree if the basic variables are carefully determined in 
advance. It is obvious that lowering the student-instruc- 
tor ratio will raise the cost for a complete program, but a 
great increase in the ratio for didactic portions of a pro- 
gram makes it possible to reduce the ratio for some small- 
group sessions withcut altering the over-all cost. It is 
also obvious that increasing the travel time of instructors 
increases the cost of a program, which indicates that 
intramural work is more economical for the producing in- 
stitution. Intramural programs are less economical, how- 
ever, for the physicians who must travel to the sessions. 
Therefore, to the extent that didactic methods are valid 
in postgraduate education, the mediums of mass com- 
munications should be used wherever possible. This in 
turn can release more funds for a limited number of small 
participative sessions. 

CONCLUSIONS 

The average postgraduate course costs between $15 
and $20 per hour to produce. Faculty remuneration con- 
stitutes the largest item of cost. Administration is often 
costly in this field because of the large number of details 
involved in course planning and publicity. Travel is often 
an element of cost where extramural teaching is done. 
Income for postgraduate courses is derived from the 
sponsors’ own funds, from contributing agencies, and 
from student fees in roughly equal proportions. The phy- 
sicians themselves are willing and able to meet the major 
costs of postgraduate education. The burden of this cost 
will no doubt be eased when the expenses of postgraduate 
education are declared deductible tor tax purposes. The 
continued financial backing of various contributing agen- 
cies is desirable for the present, especially if unrestricted 
grants are made, leaving the direction of the programs in 
the hands of competent medical educators. Sound cost- 
accounting procedures should be introduced, and definite 
budgeting tor postgraduate work should be employed 
whenever possible, taking into consideration student-in- 
structor ratios, number of hours of instruction, and other 
factors. The most important aspects of cost to the phy- 
sician himself are expenses of travel and loss of income 
from practice while away at courses. Since this is a major 
deterrent to the use of postgraduate opportunities by 
many physicians, instruction should be brought to the 
physician whenever it is in keeping with the educational 
aims of a course. 


6. Vollan, D. D.: Scope and Extent of Postgraduate Medical Educa- 
tion in the United States, J. A. M. A. 157: 703 (Feb. 26) 1955. 
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ANTIBIOTIC-RESISTANT MICROCOCCIC 
INFECTIONS 


GUEST EDITORIAL 


Maxwell Finland, M.D. 


The subject of antibiotic resistance among pathogenic 
strains of Micrococcus pyogenes var. aureus (Staphylo- 
coccus) has been studied extensively by many workers 
since penicillin became abundant and its use widespread. 
Most of the early studies were confined to the problem of 
penicillin resistance, but more recently several additional 
antibiotics have also been extensively employed and the 
problem of resistance to antibiotics other than penicillin 
has also received serious study. The increasing incidence 
of infections with micrococci that are resistant to many 
and sometimes to all of the most widely used agents 
on which reliance must be placed to combat such infec- 
tions has, of course, caused much concern and has been 
the subject of many reviews and editorial comments in 
many leading medical journals, including THE JOURNAL.' 

It has been pointed out by many workers, and on the 
basis of numerous studies, that the major problem of pen- 
icillin-resistant micrococci is one that concerns hospital- 
ized patients. Comparative studies in hospitalized and un- 
hospitalized patients or in other groups of persons have 
generally yielded similar results in the hands of many 
workers. These may be summarized briefly. 1. The per- 
centage of penicillin-resistant strains of M. pyogenes var. 
aureus isolated from patients in large hospitals in various 
parts of the world has increased steadily during the past 
few years, and in most of them about three-fourths of all 
such strains are now highly resistant to this antibiotic. 2. 
Penicillin-resistant micrococci have been found not only 
in suppurative lesions of patients under treatment with this 
antibiotic but also in cultures of the nose and throat and 
of the feces of patients in the same hospital even when 
they are not under treatment with this antibiotic. 3. The 
incidence of penicillin-resistant micrococci among hos- 
pitalized patients is considerably lower when cultures are 
taken at the time of admission to the hospital as compared 
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with those taken from the same patients after they have 
been under treatment in the hospital for varying periods. 
4. A similar proportion of micrococci isolated from the 
nose and throat of the personnel of the hospital are also 
penicillin resistant. 5. Epidemiological studies in which 
the phage typing of strains from patients and hospital 
personnel is used suggest that the penicillin-resistant 
micrococcic infections arise as cross infections either from 
other patients or from hospital staff. 6. The incidence of 
penicillin-resistant strains of micrococci isolated from 
outpatients is much lower (about one-half to one-third ) 
than among inpatients; among the outpatients, this inci- 
dence is related to the amount of previous antibiotic 
treatment or of continuous contact with hospital patients 
and personnel, whereas among inpatients it is related to 
the period of hospital residence. Among outpatients 
being treated with penicillin, strains resistant to that anti- 
biotic are more frequent than among those not receiving 
such treatment; in hospitalized patients who have spent 
more than a few days in the hospital the increase in inci- 
dence of penicillin-resistant micrococci is almost as great 
in patients not receiving penicillin as in those being 
treated with this agent. 7. These findings and the fact that 
the resistant strains of micrococci in any given hospital 
tend to belong to the same phage group, whereas the 
phage types of strains found in the outpatients or found 
at the time of admission to the hospital are quite varied, 
support the contention that the resistant strains arise out 
of cross infections from other patients or from the hospi- 
tal personnel. 8. While the incidence of penicillin-re- 
sistant strains in hospitalized patients has increased stead- 
ily and markedly over a period of a few years, this has 
probably not been equally true among outpatients. One 
study has indicated that there was no increase in the inci- 
dence of resistant micrococci among outpatients between 
1949 and 1952. 9. Although there are no data concern- 
ing changes in resistance of micrococci from patients who 
are treated at home, some increase in resistance of the 
strains in these patients probably has occurred, since the 
proportion of resistant micrococci in those coming for 
treatment as outpatients, or among patients at the time of 
admission to the hospital, is appreciably higher than 
among persons in the community at large. 

There is also some evidence that the basic incidence 
of penicillin-resistant micrococci in various communities 
may be grossly related to the over-all frequency with 
which penicillin is used in those communities. Thus, in 
some large cities of the United States and Great Britain 
from 10 to 30% of micrococci isolated from the nose and 
throat of normal persons at large in the community are 
resistant to penicillin. The proportion is much higher 
among those who have had penicillin therapy within the 
past few months than among those who give no history 
of recent treatment with this agent. Even among persons 
who have not themselves received penicillin therapy, the 
incidence of resistant micrococci is greater among those 
who have been in hospitals within a few months than 
among those who have not been in hospitals. A recent 
study * carried out by workers in the Army Medical Serv- 
ice Graduate School showed that micrococci isolated 
from cutaneous lesions in such places as tropical Mexico 
or British North Borneo, where there is only minimal use 
of penicillin, are all sensitive to penicillin in low concen- 
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trations and within a very narrow range of such concen- 
trations. In Kuala Lumpur, where penicillin is used 
somewhat more frequently, but still to a much less extent 
than in any American cities, the range of concentrations 
to which micrococci are sensitive is somewhat wider, and 
one resistant strain was encountered among 21 strains 
isolated from hospitalized patients in that area. More 
than one-half of the strains from Washington hospitals 
were found to be highly resistant to penicillin in the same 
study. 

The problem of resistance of micrococci to the widely 
used antibiotics other than penicillin also seems to be 
largely related to the extent to which these antibiotics 
have been used. This, again, is primarily a hospital prob- 
lem but is being reflected to an important extent in the 
community at large. Studies in which the resistance of 
micrococci to several antibiotics has been tested simul- 
taneously have indicated that almost all strains that are 
resistant to streptomycin or to the tetracycline antibiotics 
are also resistant to penicillin. This is merely a reflection 
of the very high incidence of penicillin-resistant strains 
and of the fact that the use of streptomycin is limited 
chiefly to hospitals. The reverse is not true; that is, only 
varying proportions of penicillin-resistant micrococci are 
also resistant to the other antibiotics. In many hospitals, 
particularly on surgical wards where streptomycin is used 
frequently, or as a routine for prophylaxis, or post- 
operatively, a large proportion of micrococci are also 
streptomycin-resistant. Where the latter antibiotic is used 
relatively less often, and chlortetracycline or oxytetra- 
cycline or both had been used freely, the incidence of 
micrococci resistant to the latter agents ranges from 20 to 
as much as 50% or even higher; here again all but a small 
proportion of these resistant strains are also resistant to 
penicillin. The same situation holds true with respect to 
chloramphenicol, although several reports indicate that 
resistance to this agent is relatively less frequent than to 
the tetracycline antibiotics; this may also be a reflection 
of the less frequent use of chloramphenicol in prophylaxis 
and therapy. 


The situation with respect to erythromycin in some 
localities has recapitulated within a brief period the 
longer experience with penicillin. In one Chicago hospi- 
tal the intensive use of this agent in preference to others 
has led to an increase in the incidence of erythromycin- 
resistant micrococci among hospital personnel from 0 to 
75% within a period of five months.’ This high incidence 
dropped to approximately 35% a few months after the 
use of erythromycin was discontinued. Coincident with 
the increased occurrence of erythromycin-resistant mi- 
crococci in the personnel, infections with such organisms 
among hospitalized patients increased and the therapeu- 
tic and prophylactic effectiveness of erythromycin in pa- 
tients infected with micrococci was largely lost. In other 
areas also, whereas erythromycin-resistant strains were 
not encountered at all before this agent was first intro- 
duced, such resistant strains are being encountered in pa- 
tients who had not previously been directly exposed to 
that antibiotic. Erythromycin-resistant micrococci are 
encountered more frequentiy in patients with serious mi- 
crococcic infections during the course of treatment with 
this agent. 
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Is the finding of increasing numbers of antibiotic-re- 
sistant micrococci merely an interesting laboratory ob- 
servation, or does it really mean more infections that re- 
sist treatment with these antibiotics? There is little doubt 
that in those patients suffering from obvious and serious 
micrococcic infections in which the organism is highly re- 
sistant to the antibiotic that is being given, the infection 
fails to respond to treatment with that antibiotic. In the 
individual patient, however, the mere demonstration of 
the presence of antibiotic-resistant micrococci, even in 
large numbers, may not be of any importance to that pa- 
tient and may not be associated with any significant dis- 
ease. On the other hand, studies of consecutive autopsies 
in several hospitals have demonstrated the occurrence 
with increasing frequency of micrococci as the only or 
predominant organism appearing in pure culture from 
cardiac blood and from the infected tissues, which show 
suppurative lesions characteristic of micrococcie infec- 
tions. Also micrococcic endocarditis is being encoun- 
tered in some hospitals with increasing frequency, either 
as an incidental finding at autopsy or as a major problem 
in patients under intensive treatment with antibiotics. In 
some hospitals, antibiotic-resistant micrococci are also 
the organisms most frequently implicated in serious su- 
perinfections encountered during the course of treatment 
of severe pneumonias due originally to antibiotic-sus- 
ceptible organisms; they have also been encountered fre- 
quently as superinfections in urinary tract infections fol- 
lowing therapy with tetracycline antibiotics. Micrococcic 
meningitis has also been reported as a secondary infec- 
tion in some patients with meningitis originally due to 
other bacterial pathogens and after the latter had been 
eliminated. It thus seems clear that the frequent finding 
of resistant micrococci has real significance and is re- 
flected in the increased occurrence of severe infections 
that may resist antibiotic therapy. 


To what extent does the problem of antibiotic resist- 
ance apply to organisms other than micrococci? There 
is little doubt that the widespread use of antibiotics has 
given rise to changes in the frequency with which certain 
common varieties of bacterial infections are encountered, 
particularly in hospitals. Pneumococcic and hemolytic 
streptococcic infections are now relatively much less fre- 
quent than they were several years ago, and when seen 
they are now rapidly eradicated. However, infections 
due to such organisms as Pseudomonas, Proteus, and 
Aerobacter, the majority of which are moderately or 
highly resistant to most of the commonly used antibiotics, 
are being encountered with increasing frequency, and in 
some hospitals infections with Candida (Monilia) are 
also being encountered. 

On the other hand, except as just noted, there is little 
evidence that most of the common pathogenic organisms 
other than micrococci have increased in their resistance 
to penicillin to any important degree. In particular, there 
has been no significant increase in resistance to any of 
the commonly used antibiotics among strains of hemo- 
lytic streptococci, pneumococci, Hemophilus influenzae, 


3. Lepper, M. H., and others: Epidemiology of Erythromycin-Resistant 
Staphylococci in a Hospital Population: Effect on Therapeutic Activity of 
Erythromycin, in Antibiotics Annual, 1953-1954, Proceedings of the Sym- 
posium on Antibiotics, Oct. 28, 29, and 30, 1953, Washington, D. C., 
Medical Encyclopedia, Inc., New York, 1953, pp. 308-313. 


58 
5 


190 EDITORIALS AND COMMENTS 


gonococci and meningococci, and Streptococcus viridans 
(from cases of subacute bacterial endocarditis). In the 
case of gonococci and group A hemolytic streptococci, 
this has been true even in groups of patients who have 
recently been under treatment with penicillin or who have 
been under continuous or intermittent prophylaxis with 
this agent. In the case of Mycobacterium tuberculosis, 
resistance to streptomycin, p-aminosalicylic acid, or 
isoniazid seems to be confined almost entirely to strains 
obtained from patients who have themselves received 
prolonged and intensive treatment and very rarely are 
found in other persons; moreover, almost all of these 
others have had prolonged contact with such patients. 

There seems to be a general consensus as to the signifi- 
cance of these findings as they concern the usage of anti- 
biotics in hospitals. Almost all of the workers who have 
studied the problem of antibiotic resistance in hospital- 
ized patients have decried the practice of administering 
antibiotics to large numbers of patients in the hospital 
either for prophylaxis or for minor indications and par- 
ticularly for long periods under these circumstances. They 
all seem to agree that only intensive treatment of active 
infections with the antibiotic or combinations of chemo- 
therapeutic agents most suited for the particular infection, 
and only for as long as needed to obtain the optimum 
benefit for that infection, is to be recommended. In spite 
of these admonitions, however, there are probably very 
few large hospitals in which these well-founded recom- 
mendations have been seriously followed. 

Possible methods of improving or reversing the situa- 
tion with respect to the increased incidence of antibiotic- 
resistant micrococci have been or might be proposed, in 
addition to the recommendations already mentioned: 1. 
In the early days after penicillin became available it was 
recommended that large doses and intensive treatment be 
given early in the course of infection in order to eradicate 
the causative organism. While this may have had some 
significance at that time, this recommendation, as it con- 
cerns dosage, is no longer so valid at present, when large 
doses of penicillin are generally employed and in regard 
to all of the later antibiotics, with respect to which there 
is very little spread between the minimum effective and 
the maximum tolerated dose. 2. The use of combinations 
of antibiotics chosen on the basis of the optimum in vitro 
activity against the causative organism. 3. Avoidance ot 
cross infection by strict isolation procedures. 4. The use 
of bacitracin and neomycin separately or in combination 
for topical application to open wounds and for oral use 
in micrococcic diarrheas; given in this manner these anti- 
biotics are associated with little or no toxic effects. 5. 
Changing or alternation in the use of antibiotics among 
those that are effective, rather than limiting the use to a 
single agent. 6. Treating more patients for infections in 
the home rather than sending them to hospitals. 7. Intro- 
ducing new agents that do not have the property of induc- 
ing resistance or with the use of which naturally resistant 
strains will not emerge. The latter is a fond hope with 
little likelihood of early attainment, and the others may 
delay the emergence of resistant strains and reduce their 
incidence or the degree of their resistance but are not 
likely to solve the problem of antibiotic-resistant micro- 
coccl. 
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The problem, as presented here, is primarily, or per- 
haps solely, one related to hospital practice. The ques- 
tion may be raised as to how this phenomenon of anti- 
biotic resistance among micrococci should be interpreted 
in terms of practice outside of hospitals. There is little 
doubt that micrococcic infections with penicillin-sensitive 
organisms are still highly susceptible to treatment with 
penicillin and that probably penicillin is still the treatment 
of choice for such infections, with large and intensive 
doses for a long enough period to assure against relapse 
or recrudescence. Other antibiotics, such as those of the 
tetracycline group, chloramphenicol, erythromycin, and 
even streptomycin, are probably also highly effective. 
Neither streptomycin nor erythromycin, however, should 
be used alone for such infections, because of the fre- 
quency and rapidity with which highly resistant micro- 
cocci emerge during such usage, resulting in failure of 
treatment. 

The sulfonamides have not been discussed here, but 
they too have long since lost their effectiveness against 
micrococcic infections in hospitals. Whether or not they 
have any value alone or clong with effective antibiotics as 
adjunctive treatment for micrococcic infections outside 
of hospitals is not known. They may still be active against 
micrococci in communities where they have not been used 
extensively and for long periods, but they, too, should 
probably not be used alone. Since the great majority of 
micrococci in the community at large are highly suscepti- 
ble to the major antibiotics, these should prove highly 
effective for the treatment of micrococcic infections when 
used individually and in proper doses, except as already 
indicated in the case of erythromycin and streptomycin, 
which should always be used in combination with other 
effective agents. Antibiotics other than penicillin are 
particularly indicated in patients who show sensitivity re- 
actions to penicillin. While tests for susceptibility of mi- 
crococci to antibiotics are desirable and may be indis- 
pensable in the management of infections with these or- 
ganisms in patients who are treated in hospitals, the or- 
ganisms in patients who are treated at home may be as- 
sumed to be sensitive. Cultures in such cases need be 
tested only if the patient fails to respond to adequate 
doses of the particular antibiotic being used. 

These recommendations, however, cannot be made 
without some qualification. While the general incidence 
of antibiotic-resistant micrococci in a given community 
may be low, particularly where physicians have been se- 
lective and sparing in their use, there may be family units 
or even large groups of individuals in which antibiotics, 
particularly penicillin, have been widely used, either in 
prophylaxis or in treatment during small outbreaks of 
infections, or where several individuals have been in and 
out of hospitals. Under such circumstances a situation 
approaching that found in hospitals may prevail; more- 
over, the effect of antibiotic therapy on the incidence of 
resistant micrococci in open lesions under such conditions 
has not been adequately studied. Presumably in the ab- 
sence of exposure to a large number of carriers of a 
“prevalent strain” of antibiotic-resistant micrococci, such 
as one finds in a hospital, superinfection with such anti- 
hiotic-resistant micrococci are much less likely to occur. 
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HEARINGS ON MEDICAL LEGISLATION 


With both the “Doctor-Draft” act and the $100 
monthly equalization pay scheduled to expire at the end 
of June congressional attention has again been focused 
on the medical manpower problems of the armed forces. 
The testimony that was presented to the House Commit- 
tee on Armed Services in connection with bills to extend 
both laws appears in this issue of THE JOURNAL (page 
193). The doctor draft is, of course, only a part of the 
entire question of the federal role in medical matters. In 
this connection attention is invited to the comparison be- 
tween the recommendations made by the Hoover com- 
mission task force on medical services and the report of 
the commission, which appears on page 196 of this issue. 

While the “Doctor-Draft” law was necessary as a 
temporary means of equitably supplying physicians for 
military service during the Korean conflict, its continued 
utilization as the primary source of medical manpower 
in a peacetime army is indefensible. The emergency situ- 
ation existing in 1950 and at the time of subsequent ex- 
tensions of the law can no longer be cited validly as a basis 
for its continuation. Despite consistent recommendations 
by the American Medical Association, the armed forces 
have failed to take steps within their power to close the 
gap between the legitimate medical requirements of the 
services and the number of career medical officers availa- 
ble. Apparently the Department of Defense has found it 
easier to convince Congress every two years that the dis- 
criminatory “Doctor-Draft” law should be extended than 
to take any steps to attempt to solve the basic problem 
involved. 


We cannot consider it fair or proper to endlessly draft 
civilian physicians in peacetime and then require them 
to devote a large percentage of their military service to 
the care of civilian dependents. The report of the medical 
service task force of the Hoover commission indicates the 
enormous increase in dependent medical care in recent 
years. While 42,000 babies were born in military hos- 
pitals in the United States in 1948, this number had in- 
creased to over 145,000 in 1953. Clearly, Congress must 
find some solution to this problem other than a discrimi- 
natory draft. 


It may be that the public is unaware of the true nature 
of the doctor draft. Only physicians and other special 
registrants are singled out from the entire body of citi- 
zenry and subjected to this special and double liability 
for military service. While the basic draft law provides 
for the deferment of veterans with as little wartime serv- 
ice as 90 days, many physicians who served for 10 or 11 
months in wartime and were subsequently discharged for 
the convenience of the government are now required to 
serve an additional 21-month tour of active duty. With 
the Supreme Court decision in the Bertelsen case con- 
firming the power of Congress to continue this discrimi- 
natory draft indefinitely in peacetime as a means of rais- 
ing and supporting our armies, physicians are entitled to 
insist that our lawmakers devise some wiser and more 
equitable method for meeting legitimate military medical 
requirements. 
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CANCER OF THE MALE BREAST 


It has been estimated that about 1% of all carcinomas 
of the breast occur in men.' Although carcinoma of the 
breast in men resembles the disease in women in various 
respects, there are several differences. For one, carci- 
noma of the male breast is a disease of older men, with 
the average age of men being about 10 years greater than 
that of women. The clinical picture of cancer of the 
breast is more uniform in men than in women, owing 
to the smaller amount of adipose tissue and the subareolar 
location of the glandular tissue. Tumors are generally 
palpable on cursory examination of the male breast and 
are associated with nipple retraction and skin fixation. 
The axillary and supraclavicular lymph nodes, the lungs, 
and the central bony skeleton constitute the most com- 
mon sites for metastasis. Histologically, cancer of the 
breast is indistinguishable in the sexes and tends to me- 
tastasize to the same regions with the same frequency. 

Huggins and Taylor * recently described their observa- 
tions of a group of 75 men with carcinoma of the breast, 
25 of whom had previously received some form of defin- 
itive therapy and 50 of whom had been untreated, ex- 
cept for biopsy. Eight per cent five year cures were ob- 
tained for the over-all group of patients; this figure rose 
to 35% for the most favorable cases. The authors em- 
phasize that early, vigorous surgical treatment is required 
to cure cancer of the male breast. The classic radical 
mastectomy procedure is the treatment of choice for pa- 
tients with surgically favorable findings as well as for 
borderline lesions. Hormonal and radiation therapy offer 
palliation in less favorable instances. Orchiectomy as an 
initial procedure renders the best chance for palliation in 
patients with disseminated disease. 


REGISTRATION UNDER THE HARRISON 
NARCOTIC ACT 


Physicians who are registered under the Harrison Nar- 
cotic Act or under the Marihuana Tax Act must effect 
reregistration on or before July 1 to avoid « penalty. 
Each year, despite the annual warnings in THE JOURNAL, 
this requirement is overlooked by some physicians, and 
unpleasant consequences follow. Failure to register adds 
a penalty of 25% to the tax payable and, in addition, sub- 
jects the physician to the possibility of a fine not exceed- 
ing $2,000 or imprisonment for a maximum of five years, 
or both. The Commissioner of Internal Revenue has in 
past years given some tardy registrants the choice of pay- 
ing sums by way of compromise, a procedure authorized 
by law, or accepting criminal prosecution. If this pro- 
cedure does not produce the required promptness in rereg- 
istration, the commissioner will have no choice but to in- 
stitute criminal prosecution. 

This requirement for registration and reregistration 
does not apply to the physician who does not intend to 
prescribe or use narcotics in his practice or to possess 
narcotics. 


1. Nathanson, I. T., and Welch, C. E.: Life Expectancy and Incidence 
of Malignant Disease: I. Carcinoma of the Breast, Am. J, Cancer 28: 40 
(Sept.) 1936. 

2. Huggins, C., Jr., and Taylor, G. W.; Carcinoma of Male Breast, 
A.M.A. Arch. Surg. 70: 303 (Feb.) 1955. 
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ORGANIZATION SECTION 


STATEMENT OF DR. JAMES R. McVAY ON 
S. 890 AND S. 928 BEFORE 
SENATE SUBCOMMITTEE 


I am Dr. James R. McVay of Kansas City, Missouri, where 
I am engaged in the active practice of surgery. | am a member 
of the Board of Trustees of the American Medical Association 
and appear here today as a representative of that association 
in support of S. 890 and S. 928. I am accompanied by Dr. J. 
Lafe Ludwig of Los Angeles, California, who will address him- 
self primarily to the subject of air pollution. 

In my capacity as a member of the Board of Trustees of the 
American Medical Association, I have been asked to give you 
gentlemen the views of that association on the two pending 
bills, which are designed to extend and strengthen the water 
pollution control act and to amend that act in order to provide 
for the control of air pollution. 

Before commenting on S. 890, I should like to discuss briefly 
the aspects of water pollution from a public health viewpoint. 
Nearly half of our population depends on surface waters for 
their drinking water supply. With the increasing urbanization 
of our population the sources of pollution of these water supplies 
constantly increase. New industrial processes add to the types 
of waste which may find their way into our streams. The dis- 
charge of these pollutants may contaminate the water supply 
with both disease-causing organisms and toxic, chemical, bio- 
logical, or radioactive waste. 

We believe that the continued efforts of industry, private or- 
ganizations and all levels of government, each operating in the 
sphere in which its action can be most effective, are necessary 
to assure that our limited supplies of water remain safe and 
available for the use of our ever expanding population. 

The Water Pollution Control Act of 1948 was originally a 
temporary measure designed, in part, to permit the determina- 
tion of the most appropriate and effective federal action in the 
solution of this problem. The extension of the act in 1952 for 
three additional years permitted the further evaluation of the 
proper federal role in the field. We believe that this act, as it 
has been administered, has been effective and helpful in reduc- 
ing water pollution. We approve of the philosophy of the act, 
which recognizes the primary responsibility of the states for the 
control of water pollution and at the same time provides for 
federal activity in those fields of primary federal concern. 

S. 890 would continue this basic philosophy, but alters the 
mechanism for dis:harging the federal responsibility in the light 
of the experience gained in seven years under the old act. We 
believe that the following changes proposed in this bill represent 
improvements and will make for more effective cooperation be- 
tween the state and federal governments. The broadened re- 
search authority will permit a decentralization of research 
activities, which should prove most effective in obtaining knowl- 
edge of the effect on water supplies of waste from new and 
expanding industries. The broader research phase should prove 
to be a more effective device for rapidly obtaining accurate 
information on new developments in both pollution and abate- 
ment of pollution, than would a centralized research system. 

The proposed authorization for using federal grant funds in 
the overall state program rather than limiting grants to special 
categories of activities appears wise. Since the ultimate solution 
to the problem of water pollution rests with states and com- 
munities, more effective results can be expected if these states 
and communities are given enough latitude in the expenditure 
of funds to concentrate on the problems which are of the most 
pressing importance to them. A general coordinated program 
which is sufficiently flexible to permit the exercise of local in- 
itiative in the solution of local problems is to be commended. 

With respect to S. 890, the American Medical Association 
has one specific recommendation. Section 6 (a) of the bill, estab- 
lishing the water pollution control advisory board, makes no 
specific provision for medical representation. We believe that 


physicians skilled in the health aspects of public water supplies 
could make a valuable contribution to such a board. Conse- 
quently, we recommend appropriate amendment of that section 
to provide for such representation, 

] should now like to ask Dr. Ludwig, a physician from Los 
Angeles and a member of our Committee on Legislation, to 
outline for the committee the views of the association on the 
subject of air pollution. Following his comments we will attempt 
to answer to the best of our ability any questions which members 
of the committee may care to ask. 


STATEMENT OF DR. J. LAFE LUDWIG ON 
S. 928 BEFORE SENATE SUBCOMMITTEE 


Iam Dr. J. Lafe Ludwig of Los Angeles, California, where 
I am engaged in the private practice of medicine. | am a mem- 
ber of the Committee on Legislation of the American Medical 
Association and appear before this committee as a representa- 
tive of that association in support of S. 928, a bill to amend 
the Water Pollution Control Act to provide for the control of 
air pollution. 

Before commenting on the bill, I should like to discuss the 
subject of air pollution briefly, which has been defined by our 
Council on Industrial Health as an excessive atmospheric con- 
centration of foreign matter that may adversely affect the well 
being of any person or cause damage to property. Air pollutants 
are of two types: those which affect health and those which 
are not presently known to have such an effect. There are con- 
centrations of air pollutants which, while they may not be health 
hazards, are nevertheless annoying and disagreeable. Although 
a health hazard need not be demonstrated it established the 
need for control of air pollution. | should like to direct my re- 
marks to air pollution in its relation to health. Until recently, 
aside from a few specific but dramatic instances, there has been 
a lack of scientific evidence that air pollution seriously injures 
health. Six acute episodes of air pollution having a dramatic 
effect on health have been recorded. Two of these occurred in 
the Meuse Valley in Belgium in 1915 and 1930, respectively. 
You gentlemen will remember the dramatic occurrences in 
Donora, Pennsylvania, in 1945 and 1948. There was another 
incident in Poza Rica, Mexico, in 1950, and more recently the 
great London fog of December, 1952. Although sufficient data 
are available to make a partial critical study of four of these 
episodes, the agents responsible for the morbidity and mortality 
have been positively identified in only one of the four—the 
Poza Rica incident. There the pollutant was hydrogen sulphide, 
an asphyxiating gas from a sulphur recovery plant. In none of 
the other incidents could a single pollutant be blamed as the 
critical toxic agent. 

Although a number of independent scientific investigations of 
air pollution are currently being conducted, it may be well to 
point out special limitations which make this type of investiga- 
tion unusually difficult. An experimental study of the effect of 
air pollutants on health can be undertaken only subsequent to 
the creation of synthetically polluted atmosphere in exposure 
chambers as a readily available and easily controllable Jabo- 
ratory tool. The many and varied pollutants might be studied 
singly and in combination so as to reproduce any antagonistic 
effect that may exist. A study of pollutant substances at their 
source is fully inadequate, in view of the pronounced photo- 
chemical activity in the atmosphere. The products of this activity 
may well be the significant Ones insofar as morbid effects are 
concerned, 

Notwithstanding the difficulties of scientific investigation of 
the effect of air pollutants singly and in combination on the 
human body, many worthwhile research projects are being con- 
ducted. In California alone, research is currently being carried 
on by the Stanford Research Institute, the University of Cali- 
fornia at Los Angeles, the University of Southern California, 
the California Institute of Technology, and the city and county 
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of Los Angeles. In addition, a foundation for the study of air 
pollution, financed by Los Angeles industry, appears to be pre- 
paring valuable data on the subject. The Smog Committee of 
the Los Angeles County Medical Association has been very 
active for three years in correlating information concerning 
incidents of illness apparently induced or aggravated by smog 
with data relating to the concentration of atmospheric pollutants. 
From these investigations much information is being obtained 
which suggests the relationship of air pollution to health. 

Dr. Paul Kotin and Dr. Hans L. Falk of Los Angeles, from 
the Department of Pathology and Biochemistry of the School 
of Medicine of the University of Southern California, presented 
a preliminary report on their work in this field at the last annual 
session of the California Medical Association. Their investiga- 
tion is being supported by grants from the National Institutes 
of Health of the Public Health Service. I should like to quote 
a portion of their report dealing with the relationship of air 
pollution to health. 

“The host response to air pollution may arbitrarily be divided 
into three clinical types: the acute, subacute and chronic. During 
periods of abnormally high pollutant concentration, immediate 
clinical effects may be noted, ranging from eye and upper respira- 
tory tract irriiation through respiratory embarrassment with 
dyspnea and chest pain to extreme morbidity with ultimate death. 
This entire spectrum of symptomatology is usually manifest in 
most of the exposed population group, with the severity of 
symptoms tending to increase in proportion to the prior cardio- 
respiratory disability of the exposed persons. The mass effects 
are transitory and disappear with a decrease in pollutant con- 
centration to tolerated levels. It is of significance that in the 
Donora and London episodes the most severe illness and the 
greatest number of fatalities occurred in the older age groups 
and primarily among persons with heart disease, bronchitis 
land pathological lung conditions]... . The milder symptoms, 
usually confined to exposed mucous membrane surfaces of the 
eyes and upper and lower respiratory tract, are as a rule limited 
to the healthy young and adult population groups. Retrospective 
studies following disaster periods indicate that a great many 
pollutant substances, active in an as yet undetermined coopera- 
tive manner, unite to produce the morbid effects described. 
Studies now going on indicate that specific pollutant host effects 
are transitory, especially in persons free of pre-existing disease. 

“Subacute effects may be arbitrarily divided on the basis of 
the individual host under study. In the disease-free members of 
the exposed population, the subacute effects are characterized 
by sensory and cardiorespiratory symptoms that are more in- 
convenient than they are disabling. Lacrimation, rhinorrhea, 
cough, and occasional headache are all on the minimal clinical 
level and disappear with the disappearance of the abnormal 
pollutant concentration. The second type of response is that seen 
in exposed persons with antecedent cardiorespiratory disease. 
It would be extremely hazardous not to ascribe some progres- 
sive deleterious effect on an already impaired cardiorespiratory 
system by pollutants present most of the time. Even greater 
potential danger may threaten persons with marginally or criti- 
cally decompensated cardiorespiratory systems, for they are con- 
ceivably capable of responding to very low concentrations. It is 
surely this group which is the primary source of deaths during 
extremely high concentration periods. 

“Cases of chronic or extremely delayed effect are even more 
of an arbitrary group than the former two. In effect, all people, 
without exception, may be responding on this level to the ever- 
present albeit ever-changing concentrations of atmospheric pol- 
lutants. In urban centers the exposure is for the entire life span, 
and it is this latter observation that must be considered in an 
assessment of the role of air pollution as one possible etiologic 
agent responsible for the increasing frequency of lung cancer. 
Certain epidemiologic observations direct suspicion toward such 
a relationship: first, the successful demonstration of known 
cancer-producing substances in the atmosphere and vehicular 
sources of pollution; second, the experimental production of skin 
cancer in mice with air-extracted pollutants; third, the reported 
greater incidence of pulmonary cancer in urban than in rural 
residents; fourth, the different rates of acceleration of incidence 
in various localities; fifth, the variations in incidence in the two 
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sexes from country to country; and sixth, and perhaps most 
significant, is the presence of substances which, although in 
themselves of questionable carcinogenicity, are considered as 
providing a mechanism for the biological activity of the known 
and suspected carcinogens in the atmosphere.” 

It is apparent that further research on the subject of air pol- 
lution and its relation to health is highly desirable. We believe 
that S. 928 represents a proper approach to the problem. 
Modeled after the Water Pollution Control Act, the philosophy 
of this bill recognizes the primary responsibility of state and 
local government in controlling their pollution. Within the 
framework of a coordinated national program established under 
the direction of the Surgeon General of the Public Health Serv- 
ice, there is sufficient flexibility to stimulate the initiative of 
local agencies, and to permit states and communities to deal 
with the phases of the air pollution problem most important 
to them. 

Although the interest of the federal government in the sub- 
ject of air pollution is not as apparent as is its interest in water 
pollution, we feel that sufficient federal responsibility can be 
demonstrated to justify the expenditure of limited federal funds 
in support of research activities in the field. Similar provisions 
in the Water Pollution Control Act have been satisfactorily ad- 
ministered and appear to have been effective in that field. The 
American Medical Association, however, has one specific rec- 
ommendation to make with regard to S. 928. Section 206 of 
the bill, establishing an Air Pollution Control Advisory Board, 
makes no provision for medical representation on the Board. 
We believe that the services of physicians especially skilled in 
the relation of air pollution to human health would be a valu- 
able asset to the Board. We recommend, therefore, that the bill 
be amended to include three such physicians (an internist-cardi- 
ologist, an ophthalmologist-laryngologist and a medically trained 
public health officer) on the Board. We believe that each would 
have much to contribute to the proper evaluation of health 
problems associated with air pollution. 

Thank you for the opportunity to appear before your com- 
mittee this morning to present the views of the American Medi- 
cal Association. Dr. McVay and I will be glad to attempt to 
answer any questions which members of the committee may 
have. 


STATEMENT OF DR. REUBEN B. CHRISMAN JR. 
ON H. R. 2886 BEFORE A COMMITTEE OF 
THE HOUSE OF REPRESENTATIVES 


I am Dr. Reuben B. Chrisman Jr., of Miami, Florida, where 
I am engaged in the active practice of medicine. I am a member 
of the Committee on Legislation of the American Medical Asso- 
ciation and a member of its House of Delegates from Florida. 
As mentioned in Dr. Martin’s testimony, | am here to comment 
with respect to H. R. 2886, 84th Congress, and the proposed 
extension of the $100 per month “equalization pay” for physi- 
cians on active duty in the Armed Forces. 

H. R. 2886 although simple in form is of great significance 
to the medical profession of this country. If enacted, it will ex- 
tend, without change or limitation, the existing provisions of 
the discriminatory so-called “Doctor-Draft Law” for another two 
years. | am sure you realize that such an extension is repugnant 
to the medical profession and to our Association. 

At the time of the hearings on H. R. 4495, 83rd Congress, 
which was enacted as Public Law 8&4, 83rd Congress, on June 
29, 1953, the American Medical Association acquiesced in a 
temporary extension of the law, providing that certain basic 
amendments were included in the bill. Some of these amend- 
ments were adopted; others were ignored. One of the basic 
points discussed by the Association in its statement dealt with 
the question of medical care for dependents of service personnel. 
The Association was at that time, and still is, concerned with 
the continual increase of dependent medical care as a matter 
of convenience when adequate civilian health personnel and 
facilities are available. Since the original limited authorization 
of such care in 1884, there has been a gradual abandonment 
of the theory of that legislation. 

While the “Doctor-Draft Law” has provided a temporary 
mechanism for supplying physicians tor the military forces for 
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the past five years, the Association believes that other means 
must be employed after July 1, 1955, when the current act ex- 
pires. The emergency situation that existed at the time of the 
original enactment and at the time of the subsequent extensions 
can no longer be cited validly as a basis for a continuation of 
the law. The termination of hostilities in Korea and Indochina, 
the reduction of over-all troop strength combined with the re- 
duction of the ratio of physicians to troop strength are all factors 
indicating that a further extension of the law is no longer 
required. 

The American Medical Association is not alone in its belief 
that the extension of the law is not required. The Health Re- 
sources Advisory Committee of the Office of Defense Mobiliza- 
tion reached the same conclusion in its report of January, 1955 
where it stated: “If mobilization continues at presently an- 
nounced levels, it will be possible to maintain the present phy- 
sician staffing ratios of the Armed Forces with the new graduates 
of medical schools who are liable for service under this basic 
draft law.” 

The Task Force on Federal Medical Services of the second 
Hoover Commission on Organization of the Executive Branch 
of the Government in its report presented to the Congress on 
February 19, 1955, also recommended, among other things, that 
the “Doctor-Draft Law” not be extended or reenacted. The Task 
Force expressed the belief that the legislation is unfair in prin- 
ciple and has in the past been abused in administration. 

The “Doctor-Draft Law” discriminates against physicians, and 
other special registrants, by singling them out from the entire 
body of citizenry and subjecting them to special and double 
liability for military service. No one else is subject to Selective 
Service liability after he has attained the age of 26 (age 35 if 
deferred to continue or complete medical education). Physicians, 
however, may be inducted by virtue of the “Doctor-Draft Law” 
until the age of 51. 


The registrant under the basic Selective Service Act may be 
deferred from military service if he has a child conceived or 
born prior to August 25, 1953. However, physicians with chil- 
dren born prior to this date are inducted, unless they are able 
to demonstrate “extreme hardship and privation.” In practice 
there have been very few physicians deferred by virtue of this 
provision. Under the basic Selective Service Act, veterans who 
serve honorably on active duty for more than 90 days between 
September 7, 1941, and September 2, 1945, are deferred; how- 
ever, if they are physicians or other special registrants, this pro- 
vision of the law is not applicable. Many physicians with service 
in excess of 90 days were classified under priority II under the 
“Doctor-Draft Law” and have since been recalled to active mili- 
tary service. Many served in wartime for 10 or 11 months and 
were subsequently discharged at the convenience of the Govern- 
ment. They are now required to serve an additional 21-month 
tour of active duty. A much larger group of physicians with 
extended periods of active military service have been forced to 
register and are now classified under priority IV of the law. 
They have thus been rendered potentially liable for an addi- 
tional tour of military service. 


We recognize that because of the present international situa- 
tion Congress may feel that some form of “stand-by” legislation 
is necessary. Should this decision be made by the Congress, we 
believe provision should be made to assure that young phy- 
sicians who have obligations for military service under the gen- 
eral draft act be called by selective service before calls are 
made upon older physicians who have no obligation for service 
under the general draft. It is further recommended that the 
authority to call physicians in priority HI and priority IV be 
invoked only by the President of the United States in time of 
war or National Emergency hereafter declared by the Congress. 

Because, at the preparation of this statement, there was no 
specific bill before the Committee relating to the proposed ex- 
tension of the $100 per month “equalization pay” for medical 
officers, my remarks on that subject must necessarily be general. 
As we understand the proposal of the Department of Defense, 
however, this additional pay would be continued for those 
officers now entitled to receive it. All medical officers entering 
active duty on and after July 1, 1955 would also receive the in- 
creased pay, unless their service was for the purpose of dis- 
charging their basic obligation under the Universal Military 
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Training and Service Act. In the latter case, they would become 
entitled to receive the additional pay only if they agreed to 
serve on active duty for a period of more than the two years 
required under the basic law. 

While the general effect of such a bill would be to extend the 
provisions of Section 203 of the Career Compensation Act of 
1949, the requirement that medical officers with a basic draft 
obligation agree to serve for a period in excess of that obligation 
is a major departure from the original principle of the Act. The 
original provision was based on explorations of the Congress 
which revealed that entirely apart from the question of disparity 
of earnings between medical and dental officers and civilian 
physicians and dentists, a basic inequity existed in the pay 
structure of the Armed Forces wherein medical and dental 
officers were at a considerable disadvantage in terms of life 
earnings in comparison with other officers. 


It would seem, therefore, that the real purpose of this pay 
was to meet comparative earnings for similar personnel outside 
of the Service, and to adjust, in terms of total compensation 
received during a service career, the amounts received by 
members of the health professions with those received by other 
career Officers. 

The provisions of Section 203 were made applicable by 
Section 2 of Public Law 779, 81st Congress, to all commissioned 
officers of the reserve components called or ordered to active 
duty with or without their consent. 

Thus, failure to extend, without modification, the provisions 
for special pay would mean that members of the medical and 
dental reserve components called or ordered to active duty prior 
to July | of this year would receive special pay during their 
service. However, their fellow physicians and dentists, commis- 
sioned subsequent to July 1 of this year under operation of the 
same law, would not receive it. The resulting g oss inequities 
of such a situation are apparent. 

We recognize that the purpose of the proposed modification 
is to induce these officers to serve for periods of longer than 
their required two years. We feel, however, that the suggested 
approach is negative. It is similar in principle to requiring them 
to serve at half-pay unless they agreed to extended periods of 
active duty. It differs only in the degree to which the com- 
pensation received by other officers of equal grade and with the 
same medical experience is being withheld. In such a situation 
the morale effect of this “inducement” is obvious. 

Briefly, the American Medical Association recommends the 
extension of the present law with respect to “equalization pay” 
without modification. Inducement to extend the two year tours 
of duty required by the basic draft law should be sought in other 
areas. 

Thank you, Mr. Chairman. This concludes my formal state- 
ment. 


STATEMENT OF DR. EDWARD TURNER ON 
H. R. 4645 BEFORE A COMMITTEE OF THE 
HOUSE OF REPRESENTATIVES 


I am Dr. Edward Turner of Chicago, Illinois. I am the 
Secretary of the Council on Medical Education and Hospitals 
of the American Medical Association and am appearing today 
as a representative of that association to support, with some 
qualifications, H. R. 4645, now pending before your committee. 
Although the bill would apply to both medical and dental person- 
nel, I will limit my remarks to its medical education and pro- 
curement aspects. 

As we understand the proposal, it is permanent legislation 
designed to assist in solving the medical manpower problem of 
the Armed Forces by providing scholarships for the professional 
education of physicians. In return, scholarship students would 
agree to accept reserve commissions for a period of eight years, 
and to serve a period of active duty of either three or four years, 
exclusive of internship and residency training. Provision is made 
for reimbursement of the government under certain conditions. 

The American Medical Association supports the principle of 
scholarship aid in return for reasonable agreements to render 
professional service. We recognize the inherent dangers of 
regimentation and indentured service in such systems, but be- 
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lieve that, in the subject bill, reasonable safeguards can minimize 
these hazards to an acceptable degree. In several states, programs 
of this type have been initiated to obtain physicians for rural 
areas. Scholarship funds are contributed by physicians, by farm- 
ers, or by the states, and various arrangements are made for the 
recipients to at least commence their practice in rural areas. It 
is too early to determine the long range effect of these programs, 
but, coupled with other improvements in the condition of rural 
practice, the prospects seem encouraging. 

We are cognizant that some means must be devised to close 
the gap between the number of military medical officers required 
and the number of career medical officers available. We have 
little hope that this program will produce a great number of 
career medical officers under present conditions. It will, how- 
ever, expose a large number of young physicians to an inside 
view of a military medical career. Those who are satisfied can 
be expected to remain. If many are to decide to devote their 
professional lives to military medicine, this career must be made 
at least as attractive and satisfying as a civilian career. Not only 
must financial inducements be generally comparable, but mili- 
tary medicine must be prepared to offer the intangible profes- 
sional satisfactions available in civilian life. H. R. 4645 alone 
is not the answer to the problem of increased resignations by 
medical officers. 

During their temporary period of obligated service, however, 
this group of young physicians will aid, to some extent, in 
relieving the shortage of medical officers. We are gratified to see 
some effort made to solve the problem rather than a continued 
reliance on the discriminatory and destructive draft of physi- 
cians. We hone that other more permanent measures will be 
undertaken without delay. 

I stated earlier that the American Medical Association sup- 
ported H. R. 4645 with some qualifications. At its June, 1954, 
session, the House of Delegates of the Association adopted a 
statement endorsing the establishment of such scholarships as 
are proposed in the bill, provided that three safeguards were in- 
corporated in the program. These are: (1) that the student not 
be approached until he is fully matriculated in the medical 
school: (2) that the student not expect nor receive special con- 
sideration so far as meeting the required standard of scholarship, 
behavior, and ethics are concerned, and that failure in these 
areas shall automatically terminate the scholarship arrangement 
with the student; and (3) the total number of such scholarship 
students in any year's class in all of the schools, and the number 
in a class in any single school, shall not exceed five per centum. 

We believe that these proposals are sound, not only from the 
viewpoint of protecting medical education from undue domina- 
tion by the military scholarship program, but for the purpose 
of assuring the Armed Forces of a supply of well-qualified young 
physicians with a diversified educational background. We recom- 
mend appropriate amendment of H. R. 4645 to include these 
provisions rather than their promulgation by regulation under 
section 5. 

Additionally, we respectfully invite the attention of the com- 
mittee to certain items in the pending legislation which should 
be clarified prior to enactment. The typographical errors on 
page 2, lines 13 and 16 are obvious. Subsections (3) and (4) of 
section 5, commencing on line 15 of page 4, fail to limit the 
period during which a reserve commission may be tendered, or 
the period during which orders to active duty may be issued. 
We believe that the statute should set reasonable limits for such 
actions, after which the service obligation should be cancelled. 
We suggest that section 6 include a remission clause similar to 
that included in section 7 in order that equitable action in un- 
usual cases will not be foreclosed unintentionally by statute. We 
see little value to the Armed Forces of the service provision of 
section 7, commencing at line 12 of page 6. This feature, al- 
though optional, is nothing more than indentured service to work 
off a debt, and we recommend strongly against its enactment, 
unless there is a showing that the service required has some 
special value to the Armed Forces and is related to the scholar- 
ship training received. 

This concludes my formal statement, Mr. Chairman. I will be 
pleased to answer to the best of my ability any questions which 
members of the committee may have. 
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STATEMENT OF DR. WALTER B. MARTIN ON 
H. R. 2886 AND H. R. 4645 BEFORE A COMMITTEE 
OF THE HOUSE OF REPRESENTATIVES 


My name is Dr. Walter B. Martin. | am from Norfolk, 
Virginia, where I am engaged in the active practice of medicine. 
] am President and a member of the Board of Trustees of the 
American Medical Association and am appearing today with 
Dr. Reuben B. Chrisman, Jr., a member of our Committee on 
Legislation, and Dr. Edward L. Turner, Secretary of our Council 
on Medical Education and Hospitals, relative to H. R. 2886 and 
H. R. 4645, 84th Congress. 

With the permission of the Committee, I would like to outline 
briefly the developments which dictate our position on these bills 
before calling on these two gentlemen for further comment. 

While it is impossible to date the inception of the interest of 
the American Medical Association in military medical affairs, 
our activities in this field in the past few years are worthy of 
note. The results of a survey of approximately 55,000 physicians 
called to military service during World War II, which was con- 
ducted by the Association several years ago, gave the first clear 
indication of the need for civilian participation in military 
medical planning. Since that time, there has been a gradual 
acceptance of the fact that the health of the nation requires a 
careful correlation of military and civilian medicine. 

The implementation of this concept through the efforts of the 
Association and a series of civilian advisory committees within 
the Department of Defense and other executive branches of the 
government has resulted in considerable improvement in the 
utilization of medical manpower by the Armed Forces. It is 
encouraging to note in this connection that despite a substantial 
reduction in the ratio of physicians to troop strength, the health 
care of our military forces is now at an all-time high. 

The first attempt at special draft legislation to procure physi- 
cians for the military service was in the Second Session of the 
80th Congress. That bill did not pass. However, the develop- 
ment of the Korean incident into an armed conflict in June of 
i950 precipitated the immediate need, in the military, for large 
numbers of physicians. It was for this reason that in August of 
1950 the Association supported a “Doctor-Draft Law,” notwith- 
standing its discriminatory character. The urgent need for addi- 
tional medical officers at that particular time allowed only two 
choices: (1) the recall of reserve officers who had active military 
service during World War II, or (2) the adoption of legislative 
provisions for the call-up of physicians in an orderly manner, 
calling first those who had been deferred during World War II 
or who, under a Navy V-12 or an Army Specialized Training 
Program, had received assistance from the Federal Government 
to complete or continue their medical education. 

In testifying on the bills that were later enacted as Public 
Law 779, 8Ist Congress, the Association based its approval on 
(a) the need of the armed services for medical personnel, (b) the 
necessity for an equitable selective system, and (c) the desire to 
avoid the depletion of civilian medical manpower in certain 
critical areas such as occurred during World War II. The Associ- 
ation’s testimony recommended changes in the priority system 
and urged that medical manpower thus involuntarily acquired 
be used only on assignments essential to the war effort. Singled 
out at that time and in our testimony on subsequent extensions 
of the law as excluded from such a category was the provision 
of medical care for veterans, civilian employees of the Govern- 
ment, and dependents of service personnel in other than over- 
seas areas or where civilian facilities were unavailable or in- 
adequate. Since 1950, notwithstanding the critical need for more 
efficient utilization of health personnel, non-military medical 
activities have increased in the Armed Forces. 

The American Medical Association has for many years been 
of the opinion that a greater effort should be made to evolve 
a long-range Career program in the medical service of the Armed 
Forces. On December 22, 1952, the Association recommended to 
the Secretary of Defense that a civilian committee be appointed 
to investigate ways of increasing the attractiveness. of military 
service for physicians and allied health personnel. Despite the 
fact that on two separate occasions this recommendation was 
presented in writing, no action has been taken. It has apparently 
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become easier to convince Congress every two years that the 
“Doctor-Draft Law” should be extended than to take steps to 
attempt to solve the basic problem involved. 

Our Association is of the considered opinion that alternative 
methods are available to the Government to procure physicians 
for military duty other than through an extension of the “Doctor- 
Draft Law.” We believe that the Armed Forces and the Congress 
can and should make a more concerted effort to effectively 
explore other methods of meeting military medical personnel 
requirements and thus obviate, without question, such discrimi- 
natory legislation. 

Some suggestions which we have made in the past, and would 
like to make again, include improved utilization of medical man- 
power by the military. While it is true that some progress has 
been made since the close of the last war, utilization has not yet 
reached the degree that should prevail before resorting to the 
drafting of additional physicians. The Association, through its 
Council on National Defense, initiated in July, 1952, a con- 
tinuing opinion survey of physicians being released from active 
military service. The results of the first 18 months of the survey, 
which included over 5,500 completed and returned question- 
naires, show that more than 40% of the physicians replying felt 
that a portion of their duties could have been performed ade- 
quately by other personnel such as nurses, enlisted men and 
civilian medical personnel. 

As indicated carlier, the Association is concerned with the 
continual increase of dependent medical care. A review of the 
report of the Medical Service Task Force of the Hoover Com- 
mission will indicate the enormous increase in medical care given 
to dependents in recent years. For example, in 1948 some 42,000 
babies were born in military hospitals in the United States while 
in 1953 the number was over 145,000. We do not consider it 
fair or proper to draft civilian physicians and then require them 
to devote a large per cent of their time and services while in 
uniform to the care of civilian dependents. 

We believe that the Congress should make the decision as to 
whether the provision of medical care and hospitalization bene- 


COMPARISON OF HOOVER MEDICAL TASK FORCE AND COMMISSION RECOMMENDATIONS 
Federal Council of Health 


TASK FORCE 
That legislation be enacted to establishe within the Executive Office of 
the President a Federal Council of Health charged with the recom- 
mendation and continuous evaluation of policy governing the health 
activities of the Federal Government. (Pp. 7-12.) (From p. 115.)* 


National Medical Library 


That legislation be enacted to create a National Library of Medicine as 
a division of the Smithsonian Institution with a Board of Trustees who 
shall be responsible for directing its policy; 


Transfer to the National Library of Medicine the collections and activi- 
ties of the Armed Forces Medical Library and provide housing and a 
budget adequate for the National Library of Medicine. (Pp, 13-16.) 
(From p. 115.) 


Research 


That the present system of project grants for research pertinent to health 
be modified and that it be gradually replaced by a system of 5-vear block 
grants to institutions or agencies which would be made in accordance 
with an approved overal! plan for health research submitted by each; and 


That the Federal Council of Health be given responsibility for facilitating 
the health research programs of the Federal Government, utilizing the 
National Research Council of the National Academy of Sciences as Staff. 
(Pp. 17-24.) (From p. 115.) 


Prepared by the Washington office of the American Medical Association, 

* Where the page reference is used above in this form (P. 26), the 
reference is to the comment or findings on which the recommendation is 
based. Where the form is (From page 88), the reference is to the page 
on which the recommendation appears. 
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fits for dependents of service personnel is proper and, if so, to 
what degree, by whom and under what conditions such care 
should be provided. The extent of the dependent medical care 
program is reflected directly in the medical manpower require- 
ments of the Armed Forces. 


The Association would like to take this opportunity to suggest 
again that a joint Military-Civilian Advisory Committee be estab- 
lished for the purpose of planning an effective career medical 
officer procurement program for the Armed Forces. It 1s our 
belief that the continued use of discriminatory legislation in 
peace time is unnecessary and inadequate to solve existing medi- 
cal manpower problems. 

As an important part of such a program the Association 
recommends that the $100 per month equalization pay currently 
payable to physicians and dentists in the Armed Forces be 
continued, 


There should also be increased utilization of civilian contract 
physicians in performing the medical duties of the Armed 
Services. Although this suggestion has been successfully tried 
out on a limited basis, there is need for considerable expansion 
of such a plan throughout the three services. 

The Association also endorses in principle, the military medi- 
cal scholarship program submitted by the Department of Defense 
and recommends that such a program be established. 

In conclusion, may I say that the American Medical Associ- 
ation during its more than 100 years of existence has taken a 
keen and active interest in the provision of the highest type 
medical care for the Armed Forces and during the past nine 
years has had a council or committee of the Board of Trustees 
actively interested in this program in its broadest aspects. The 
physicians of this country have continually demonstrated a desire 
to contribute their services in peace time as well as in time of 
national emergency. 

With your permission, Mr. Chairman, I would now like to 
call upon Dr. Chrisman and Dr. Turner for further comment on 
the bills under consideration. 


COMMISSION 
. . . The President should appoint a Federal Advisory Council of 
Health, to be comprised of members of the medical professions together 
with lay members of distinguished records in fields other than the medical 
profession, and to serve at the will of the President. The Council should 
have a small staff but should depend upon other agencies of the Govern- 
ment for information, (From p, 22.) 


That the proposed Federal! Advisory Council of Health make recom- 
mendations to improve preventive health services, including those rendered 
in connection with medical care of Federal beneficiaries, in the interests 
ot both health conservation and long-range economy. (From p. 65.) 


That in the event the proposed Federal Advisory Council of Health is 
not created, the President assign the functions of review and advice pro- 
posed for it to other agencies. (From p. 69.) 


That legislation be enacted to establish a National Library of Medicine 
as a Division of the Smithsonian Institution, with a board of trustees 
to be selected by the Board of Regents of the Smithsonian Institution; 
and that the board of trustees be responsible for directing the policy of 
the National Library of Medicine. The medical collections, staff, and 
activities of the Armed Forces Medical Library should be transferred 
to these trustees. Housing and a budget adequate for the National 
Library of Medicine should be provided. (From p. 64.) 


(a) That the proposed Federal Advisory Council of Health be given 
responsibility for reviewing the health research programs of the Federal 
Government; and the making of appropriate recommendations to the 
President; and 


(b) That the present system of project grants to institutions or agencies 
for research pertinent to health be modified, and that it be gradually 
replaced by a System of grants not confined to a specific year (i. e., “no 
year’ grants), these grants to be made in accordance with an approved 
overall plan for health research submitted by each institution or agency. 
(From p. 66.) 
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Military Dependents 


TASK FORCE 
That Congress enact legislation under which: 


(a) The Federal Government shall continue to carry the responsibility for 
the provision of medical and hospital care in Overseas areas for dependents 
of all military personnel; and 


(b) The Federal Government shall develop for dependents of military 
personnel within the continental United States a contributory program 
of medical and hospital insurance for in- and out-patient medical care 
and hospitalization; participation to be on a voluntary basis. (Pp. 33-35.) 
(From p. 116.) 


That dental care for dependents, other than those at overseas installations, 
be limited to emergency service. (Pp. 48-50.) (From p, 117.) 


COMMISSION 

That the Government develop for dependents (within the United States) 
of military personnel a voluntary contributory plan of medical care and 
hospital insurance to be conducted through a pool of private health 
insurance agencies, for inpatient care and, as far as practicable, out- 
patient care; and that in this case the Federal Government pay a 
greater portion of the cost than might be determined by the Congress 
for civilian employees. Such insurance for dependents would be con. 
vertible to family coverage on completion of military service. 


Our task force believes that the convertibility feature of this recom- 
mendation should go far to meet the problem of medical care for non- 
service-connected disabilities of veterans. (From p. 61.) 


Veterans Administration 


That all existing rules, regulations, executive orders, and laws relating 
to veterans or veterans’ benefits, and in particular to medical treatment 
and domiciliary care benefits, be consolidated and enacted into a single, 
all-inciusive, comprehensive code; and 


That Congress enact legislation to provide that veterans may receive: 


(a) Hospital care for non-service-connected disabilities if medical need 
for such disabilities was established within 3 years after separation from 
service; and 


(b) Outpatient care following hospitalization for those non-service-con- 
nected disabilities for which medical need was established at the time 
the veteran was hospitalized. (Pp. 35-41.) (From p. 116.) 


That the Veterans Administration, within its present facilities, emphasize 
its program of medical care and rehabilitation services for the aging 
veteran. (P. 41.) (From p. 116.) 


That the Veterans Administration close and dispose by sale or otherwise 
any hospital which in its judgment can no longer be operated effectively 
or economically; and 


That Congress authorize no further construction of Veterans Administra- 
tion hospitals. (Pp. 55-56.) (From p. 117.) 


That the medical care functions of Veterans Administration regional 
offices be consolidated with, and, where practicable, physically located 
within nearby Veterans Administration hospitals. (P. 104.) 


That the Department of Medicine and Surgery of the Veterans Adminis- 
tration be given the responsibility and authority to establish and maintain: 


(a) The medical criteria for disability, both initial and continuing; and 


(b) A mechanism for more frequent review of disability allowances which 
recognizes the possibility of partial or complete rehabilitation from dis- 
ability. (Pp. 105.) (From p. 121.) 


That the Veterans Administration give greater emphasis to preventive 
psychiatric services, (From p. 8.) 


That the statement of a veteran of his inability to pay for hospitalization 
for non-service-connected disabilities should be subject to verification: and 
that the Veterans Administration be authorized to collect in case such a 
Statement is not substantiated. 


That veterans having service-connected disabilities but making application 
for treatment of non-service disabilities be required to sign a statement 
of inability to pay (VA Form 10-P-10, together with its addendum), 


That the veteran should assume a liability to pay for care of his non- 
service-connected disability if he can do so at some reasonable time in 
the future. Such a debt should be without interest. Congress should pass 
appropriate laws providing for the collection of such obligations. (From 
pp. 37-38.) 


That outpatient care, whether prior to or following hospitalization, be 
furnished to indigent veterans with non-service-connected disabilities. 
(This does not include neuropsychiatric cases prior to hosnitalization.) 
Such patients should also assume a liability to pay for their care if 
they can do so at some reasonable time in the future. 


That the Veterans Administration emphasize its program of medical care 
and rehabilitation services for the aging veterans eligible for care, in 
order to reduce the number of chronic bed cases. (From pp. 39-40.) 


That the Administrator of the Veterans Administration consider the 
recommendations made by the task force as to closing of certain hospitals 
and obtain the advice of the proposed Federal Advisory Council of 
Health on these recommendations; that all hospitals determined to be 
surplus be closed immediately. 


(a) That all present outstanding authorizations and appropriations for 
construction of additional Veterans’ general hospitals be rescinded except 
for those now under construction or under contract. 


(b) That the Veterans Administration dispose of by sale or otherwise 
any hospital which in its judgment can no longer be operated effectively 
and economically; and that the proposed Federal Advisory Council of 
Health on behalf of the President review the manner in which the hospital 
facilities of the Veterans Administration are being used and make recom- 
mendations for disposal or more economic utilization of the hospital 
plant. (From pp. 33-34.) 


That the medical care functions of Veterans Administration regional offices 
be consolidated, with and where practicable physically located within, 
nearby Veterans Administration hospitals. (From p. 40.) 


(a) That the responsibility and authority to establish and maintain medical 
criteria for disability, both initial and continuing, should be transferred 
from the Compensation and Pension Branch of the Department of 
Veterans’ Benefits, to the Department of Medicine and Surgery. 


(b) That the Department of Medicine and Surgery should also develop 
and maintain a mechanism for review of disability allowances based 
on the possibility of increase or decrease in disabilities. (From pp. 43-44.) 


That all laws relating to veterans or veterans’ benefits, and in particular 
io medical treatment and domiciliary care benefits, be consolidated and 
enacted into a single, all-inclusive, comprehensive code; and that all 
existing rules, regulations, and executive orders relating to veterans and 
veterans’ benefits be brought together in one volume. (From p. 44.) 
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' Care of Merchant Seamen 


TASK FORCE 
That legislation be enacted to end within a reasonable period the Federal 
subsidy to the merchant marine through the provision of medical and 
hospital services to merchant seamen; and 


That pending such termination the Public Health Service and other con- 
cerned agencies of the Federal Government cooperate with the merchant 
marine in developing a program to provide medical and hospital care for 
merchant seamen in civilian facilities through voluntary health insurance 
plans. (Pp. 42-45.) (From p, 116.) 


COMMISSION 


That the provision of hospital and clinical service to American merchant 
seamen by the Federal Government be ended. (From p §1.) 


Care of U, S. Employees 


That Congress enact legislation under which the Federal Government 
would develop for its employees on a voluntary prepayment basis a 
program of contributory medical and hospitalization insurance based 
upon the utilization of payroll deduction. (Pp. 47-48.) (From p. 117.) 


That the executive branch develop a voluntary contributory program of 
medical care and hospital insurance to be conducted through a pool of 
private health insurance agencies, for all the civilian employees of the 
Federal Government, on a prepayment basis and using payroll deductions, 
The Federal Government should pay a portion of the cost. This program 
should contain a provision for convertibility to family coverage on 
termination of Federal employment. (From p. 60.) 


Hospitals (U. S. & Hill-Burton) 


That programs for the construction of hospitals and other medical care 
facilities of all Federal agencies be subject to the approval of the Federal 
Council of Health, with a view to developing joint planning among all 
agencies affected-non-Federal as well as Federal; 


That the Council recommend policies for the hospital survey and con- 
struction program as it relates to Federal hospitals; and 


That the Council study the effect of the hospital survey and construction 
program to evaluate such problems as the regionalization of hospital 
services, the minimum size of an effective hospital facility, and par- 
ticularly the relation of the small community hospital to the total hospital 
program. (Pp. 57-59.) (From p. 117.) 


This has been a useful program. It needs reappraisal today, however, 
particularly of such problems as the validity of bed-ratio standards, 
the regionalization of hospital services, and the relation of the small 
community hospital to the total hospital program. Such a_ reappraisal 
would be a proper function for the Federal Advisory Council of Health. 
We have indicated this in chapter II] by including review of hospital 
construction programs as one of the Council's functions —Comment, not 
recommendation, (From p. 53.) 


Medical Supply 


That joint procurement of medical supplies for all departments and 
agencies of the Federal Government be assigned to a single agency, and 
that this agency establish a single Federal medical supply catalog and a 
uniform system of medical stock accounting within the Government; and 


That there be established two systems within the Federal Government 
for integrated storage and distribution of medical supplies; that the 
military system comprise the Army, Navy, Air Force, Coast Guard, and 
Federal Civil Defense Administration; that the civilian system comprise 
all other Federal agencies and be administered by the Veterans Adminis- 
tration on their behalf: and that both systems provide for ownership of 
medical material by the major using agency. (Pp. 61-66.) (From pp. 117- 
118.) 


Other task forces are investigating the problems of unification of pro- 
curement and distribution. Our recommendations in those general areas 
will cover medical supply.—Comment, not recommendation. (From p. 58.) 


For Health of Public, Grants, Food & Drug 


That the Federal Council of Health examine means of establishing 
cooperative planning among Federal agencies providing psychiatric care; 


That the Federal Government, through the Public Health Service, help 
to meet the problems of mental disease by: 


(a) Increased grants to the States to help communities participate in the 
development of outpatient and child health clinics for mental illness; 


(b) Increased research grants to universities and other research centers 
for investigation of mental health and disease; and 


(c) Continued and expanded grants for advanced training for psychiatrists 
and workers in allied fields, with emphasis on residencies and fellowships. 
(Pp. 69-71.) (From p. 118.) 


That the Department of Health, Education, and Welfare make a detailed 
examination of the policies, programs, and operations of the Food and 
Drug Administration with a view to curtailing those functions that are 
no longer essential and augmenting those that have become increasingly 
important. (Pp, 78-80.) 


That the functions and activities of the Agricultural Research Service, 
Department of Agriculture, relating to the control of pesticides be 
transferred to the Food and Drug Administration; and 


That the functions and activities of the Livestock Regulatory Division 
of the Agricultural Research Service, Department of Agriculture, relating 
to the regulation of biological products, be transferred to and combined 
with the biological regulatory work of the NawWonal Institutes of Health. 
(Pp. 80-81.) 


That the Department of Agriculture change its unit inspection of meat 
to a system based on scientific sampling and place increased emphasis on 
factors concerned with environmental sanitation; an 


That similar principles and practices be applied to poultry. (Pp. 81-82.) 
(From pp. 118-119.) 


That the Federal Government strengthen State health programs by main- 
taining Federal grants for health at least at the average level of the years 
1948 to 1953, by emphasizing grants for general health purposes (as 
distinguished from categorical purposes), and by allowing each state to 
transfer among categories a reasonable proportion of such grants; and 


That the proposed Federal Advisory Council of Health examine means of 
establishing cooperative planning among Federal agencies providing 
psychiatric care; that the military services and the Veterans Administra- 
tion give greater emphasis to preventive psychiatric services; and that 
the Federal Government, through the Public Health Service, encourage 
more research and more training of psychiatrists and workers in allied 
fields. (From p. 68.) 


That the President establish a joint committee representing the Depart- 
ment of Health, Education, and Welfare, the Department of Agriculture, 
and the Bureau of the Budget, with the advice of the Federal Advisory 
Council of Health, to make a detailed examination of the policies, 
programs, and operations of the Food and Drug Administration and the 
Agricultural Research Service in the Department of Agriculture, with a 
view of eliminating those activities no longer necessary under present 
conditions and eliminating conflicts and overlap between Departments. 
(From p. 56.) 


Ihat the Secretary of the Department of Health, Education, and Welfare 
reconsider the whole question of the use of specific Federal grants to the 
States for health purposes, particularly in relation to the inflexibility of 
the present system. (From p. 55.) 
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For Health of Public, Grants, Food & Drug—C ontinued 


TASK FORCE 
That the Federal Government authorize and encourage states io use a 
larger share of the grants for the training of health workers, the evalu- 
ation of State and local health programs, and the strengthening of local 
health services. (Pp. 71-75.) 


That the United States adopt a long-term policy in the field of inter- 
national technical assistance, relating healih work to agriculture and 
education as closely as possible and divorcing it from military assistance; 
That multilateral international programs gradually supersede, where 
practicable, programs involving the United States and only one other 
country; and 

That evaluation of the programs be augmented and carried out on a 
continuing basis. (Pp. 75-77.) (From pp. 118-119.) 

That the Federal Government give greater emphasis to preventive health 
services, including those rendered in connection with medical care of 
Federal beneficiaries, in the interests of both health conservation and 
long-range economy. (Pp. 67-69.) (From p. 118.) 


COMMISSION 


Doctor Draft, Other Personnel Problems, Armed Services, & PHS 


That the Doctor Draft law (Pu’.c Law 8&4, 83rd Congress) not be 
extended or reenacted. Any legislation extending or reenacting the basic 
Selective Service law should provide that registrants under such law who 
are or become physicians or dentists be placed in categories separate 
from other registrants, and that separate levies be placed on the States 
for these categories. (Pp. 83-86.) 


That the Assistant Secretary of Defense (Health and Medical), with the 
advice of the Federal Council of Health, establish ratios of physicians 
and dentists on active duty to each 1,000 active duty personnel; and that 
for the present this ratio not exceed 3 physicians and 1.7 dentists for the 
three Armed Services taken together, though it may be different’ for 
each of the Services. (Pp. 83-86.) (From pp. 119-120.) 


That the Armed Services training programs for interns and residents, 
for other physicians and dentists on active duty, and for reserve officers 
not on active duty be strengthened, and be planned and directed from 
the medical center of each Service, using selected military and civilian 
hospitals for special training. (Pp. 86-87.) (From p. 120.) 


That within the Federal Government the transfer and cross-agency assign- 
ment of health personnel—including those in the military services, the 
Public Health Service Commissioned Corps, and the Veterans Adminis- 
tration’s Department of Medicine and Surgery—be facilitated by appro- 
priate changes in laws, regulations, and organizational policies and that 
some agency, presumably the proposed Federal Council of Health, 
reexamine the necessity for the several systems for health personnel. 
(Pp. 90-92.) (From p. 120.) 


That the Public Health Service Commissioned Corps be utilized more 
extensively as a central pool of professional health personnel to be 
detailed to other units of the Department of Health, Education, and 
Welfare and to other agencies to fill essential positions in the field of 
health. (Pp. 89-90.) (From p. 120.) 

That Federal financial assistance be provided to schools of public health 
on the graduate level only: 


(a) By block grants in amounts dependent upon the number of students 
graduating from the school and entering Federal, State, and local govern- 
ment service or service of the government of another nation in the most 
recent previous S-year period, with such grants not exceeding the actual 
cost of education involved; and 


(b) On a matching basis for capital outlays. (Pp. 92-95.) (From p. 120.) 


That the Department of Health, Education, and Welfare provide more 
leadership and assume more responsibility in planning and carrying out 
the programs of the Federal Government that relate to civilian health, 
exploring sound means within public policy of assisting the American 
people to improve their own health. (Pp. 98-100.) (From p, 120.) 


That the present post of Special Assistant for Health and Medical Affairs 
to the Secretary of the Department of Health, Education, and Welfare 
be elevated to the post of Assistant Secretary tor Health. (P. 100.) 


That Saint Elizabeths Hospital be made a part of the Public Health 
Service hospital system. (Pp. 100-101.) 


That the Children’s Bureau be removed from the Social Security Admin- 
istration and placed in an administrative position in the Department of 
Health, Education, and Welfare that will facilitate the major mission of 
the Bureau. This mission is to take cognizance of the needs of the whole 
child in the broad fields of health, education, and welfare. to support 
the necessary research in the field, and to stimulate the utilization of 
new knowledge by the various agencies of the Federal Government within 
and outside the Department of Health, Education, and Welfare and in 
the States. (P. 101.) (From pp. 120-121.) 


That Freedmen’s Hospital and Howard University remain, for the present, 
under the general supervision of the Department of Health, Education, 
and Welfare and that the Department exercise its influence to improve 
the facilities and operational standards of Freedmen’s Hospital and 
Howard University’s colleges of medicine, dentistry, and pharmacy, 
including a determinat.on as to how the University and Freedmen’s 
Hospital may be placed on an independent basis. (P, 102.) (From p. 121.) 


That the Secretary of Defense, with the assistance of the Federal Advisory 
Council of Health, develop recommendations for revision of the Selective 
Service Act to effect maximum utilization of medical personnel. (From 
p. 28.) 


That the Secretary of Detense strengthen the Armed Services training 
program for interns and residents, for other physicians and dentists on 
active duty, and for reserve officers not on active duty. 


This program should be planned and directed from the medical center of 
each Service, using selected military and civilian hospitals for special 
training. (From p. 29.) 


That except for mental, drug addict, tuberculosis hospitals, the Lepro- 
Sarium, and also the facilities for the care of Indians, and the Freedmen’s 
Hospital, the Pubiic Health Service should close all of its general hospitals 
and all of its clinics, except research activities, such as those conducted 
by the National Institutes of Health and those clinics mecessary for (a) 
physical examination of Federal civilian employees, and (b) examination 
of foreign nationals entering the United States. These hospitals should be 
disposed of in accordance with our suggestions in chapter II. (From pp. 
§2-53.) 


That the President's adviser on personnel review the personnel systems 
of the several Federal agencies using health personnel and consult with 
the proposed Federal Advisory Council of Health with a view to making 
them more uniform; and that he give consideration to greater use of 
cross-agency assignment. (From p. 69.) 
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Defense Department 


TASK FORCE 

That the medical and hospital services of the three Armed Forces be 
modified into a much more closely coordinated pattern which will provide 
that: 

(a) The military medical and hospital services within continental United 
States be coordinated by assigning to a single military department the 
responsibility tor hospital service in a defined geographic area and that 
this concept be furthered, wherever practicable, in extracontinental areas; 


(b) Patients of all military departments requiring highly specialized medi- 
cal care be concentrated into special hospitals, each of which will serve 
the three departments: 

(c) Each of the three military departments maintain a medical center, 
the components of which should be a hospital, a center for postgrad- 
uate education in military medicine, and a research institute occupied 
with medical problems identified with the primary mission of the depart- 
ment; and 

(d) The Assistant Secretary of Defense (Health and Medical) be given 
authority to modify and reallocate medical care respons'bilities of the 
three departments in line with the above. (Pp. 109-111.) (From p. 122.) 


That in the military departments emphasis be placed on comprehensive 
dental care for active duty career personnel, and reduced to a minimum 
for other active duty and retired personnel; and 

That the military services develop special facilities for the study and 
prevention of mental disorders among military personnel. (From pp. 
117-118.) 

That the Office of the Assistant Secretary of Defense (Health and Medical) 
be strengthened by: 

(a) The establishment of a civilian position of Deputy Assistant Secretary 
of Defense (Health and Medical); and 

(b) Augmentation of the technical and analytical staff of the Office of 
the Assistant Secretary of Defense (Health and Medical) to meet its 
increased responsibilities. (Pp. 107-108.) (From p. 121.) 

That the medical service of each of the military departments be given a 
position in the departmental organizationa! structure commensurate with 
its overall responsibility for health and medical care, and that each of 
the Surgeons General be given reasonably comparable authority to include: 
(a) Technical and management control (but not necessarily military con- 
trol) of all medical activit‘es and operations. 

(b) Control of the assignment and activities of all medical service per- 
sonnel, including enlisted personnel. 

(c) Control of funds commensurate with his overall program and mission 
responsibility. (P. 108.) (From p. 122.) 


COMMISSION 
That the medical and hospital services of the three Armed Services be 
modified into a much more closely coordinated pattern which will provide 
that: 
(a) Military medical and hospital services within continental United States 
be coordinated by assigning to a single military Department the responsi- 
bility under the direction of the Secretary of Defense for supervisory 
hospital service in a defined geographic region and that this concept be 
furthered wherever practicable in extra-continental areas; 
(b) Patients of all military Departments requiring highly specialized medi- 
cal care be concentrated into special hospitals, each of which will serve 
the three Departments; 
(c) The Secretary of Defense be given authority to strengthen, consolidate, 
modify, and reallocate medical care responsibilities of the three Depart- 
ments in line with recommendations (a) and (b) above; and 


(d) Each of the three military Departments maintain a medical center, 
the components of which should be a hospital and a center for education 
of military medical personnel occupied with medical problems identified 
with the primary mission of the Department. (From p. 27.) 


Organization for Disaster 


That the Federal Civil Defense Administration be given greater statutory 
authority and financial support to plan, coordinate, and operate national, 
State, and local civil defense plans, and that its Health Office be elevated 
in organizational status to a position commensurate with its duties and 
responsibilities; and 


That plans be made for the delegation of operational authority for direct- 
ing emergency medical care during and immediately following an attack 
On continental United States to the Department of Defense, in close 
cooperation with the Department of Health, Education, and Welfare and 
Federal Civil Defense Administration. (Pp. 111-112.) (From p. 122.) 


That the Federal Government in making plans for assignment of respon- 
sibilities during and immediately following an attack on the continental 
United States should include in its consideration of the problem the 
quest-on of appropriate delegations of operational authority for directing 
medical care. (From p. 67.) 


Medical Care for Coast & Geodetic Survey, PHS, Coast Guard, & Dependents 


MEMBERS OF TASK FORCE 
Chauncey McCormick,! Chairman Hugh R. Leavell, M.D. 
Edwin L. Crosby.? M.D., Asst. Ch. Basil C. MacLean, M.D. 
Francis J. Braceland, M.D. Walter B. Martin, M.D. 
Otto W. Brandhorst, D.D.S. James Roscoe Miller, M.D. 
Edward D. Churchill, M.D, Dwight L. Wilbur, M.D. 
Michael DeBakey, M.D. Milton C. Winternitz, M.D. 
Evarts A. Graham, M.D. James P. Dixon, M.D., Staff Director 
Alan Gregg, M.D. John T. Kelly, Asst. Staff Director 
Paul R. Hawley, M.D. Margaret D. West, Study Coordinator 
Theodore G. Klumpp, M.D. 


1. Deceased, Sept. 8, 1954. 
2. Appointed to replace Mr. McCormick as Chairman, Sept. 26, 1954. 


(a) That the hospital and medical care of the Coast and Geodetic Survey, 
the Coast Guard, and the Public Health Service personnel be provided 
for by the military medical services at their nearest facilities, and that, 
pending the establishment of voluntary contributory health insurance 
plans for dependents, the dependents be similarly cared for on a reim- 
bursable basis between the agencies. 

(b) That civilian Federal Government employees receive care for job- 
connected illness in the nonfederal hospitals at the expense of the Bureau 
of Employees’ Compensation in the Department of Labor. (From p. 52.) 
That the Government develop for dependents of uniformed personnel of 
the Public Health Service, the Coast Guard, and the Coast and Geodetic 
Survey, a voluntary contributory plan of medical care and_ hospital 
insurance similar to that which we have recommended for military 
dependents. (From p. 62.) 


MEMBERS OF COMMISSION 
Herbert Hoover, Chairman 
Herbert Brownell, Jr. 
James A. Farley 
Arthur S. Flemming 
Homer Ferguson 
John L. McClellan 


Solomon C. Hollister 
Robert G. Storey 
Clarence J. Brown 
Chet Holifield 
Joseph P. Kennedy 
Sidney A. Mitchell 
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MEDICAL NEWS 


CALIFORNIA 


Summer Courses.—The University of California Extension 
through its medical extension division in Los Angeles will offer 
a Summer Medical Series at the Medical Center on the Los 
Angeles campus. Study topics include surgery of the elbow and 
shoulder, July 19-20; surgery of the hand, July 21-22; recent 
advances in medicine, July 25-29; basic techniques of hypnosis, 
Aug. 8-10; advanced techniques and application of hypnosis, 
Aug. 10-12; and anesthesia, Aug. 29-31. Announcement is also 
made of a fall course in pediatrics, Oct. 20-21. Requests for 
information should be addressed to Medical Extension, Univer- 
sity of California, Los Angeles 24. 


Symposium on Poliomyelitis—A symposium on poliomyelitis 
was presented by the western section, American Congress of 
Physical Medicine and Rehabilitation, May 18, in Les Angeles. 
The following panels were presented: (1) Epidemiology, Bacteri- 
ology, and Virology of Poliomyelitis (moderator, Dr. Fred B. 
Moor, Les Angeles, secretary, western section, American Con- 
gress of Physical Medicine and Rehabilitation); (2) Medizal 
Aspects of Poliomyelitis (moderaior, Dr. Elizabeth S. Austin, 
director, department of physical medicine and rehabilitation, 
Los Angeles County General Hospital, Les Angeles); (3) Re- 
habilitation of Polio Patients (moderator, Dr. John H. Aldes, 
director, department of physical medicine, Cedars of Lebanon 
Hospital, Los Angeles); and (4) Social, Psychological, Economic, 
and Welfare Aspects of Rehabilitation of the Polio Patient 
(moderator, Dr. Leonard J. Yamshon, assistant clinical professor, 
department of physical medicine and rehabilitation, College of 
Medical Evangelists, Los Angeles). Dr. Charles E. Price, Somers 
Point, N. J., regional medical consultant, National Foundation 
for Infantile Paralysis, gave the luncheon address, “Polio- 
myelitis—Now and in the Future.” 


DISTRICT OF COLUMBIA 

Dr. Martha Eliot Honored.—Dr. Martha May Eliot, Washing- 
ton, D. C., chief, U. S. Children’s Bureau since 1951, was one 
of seven Radcliffe College alumnae honored by their alma 
mater at the 7Sth anniversary exercises in Cambridge, Mass. 
Dr. Eliot was former assistant director general of the World 
Health Organization (1949-1951), Geneva, Switzerland, and 
president of the American Public Health Association (1947-1948). 


Symposium on Current Therapy.—The District of Columbia 
Academy of General Practice and the Maryland Academy of 
General Practice will hold a joint scientific assembly at the 
Statler Hotel, Washington, D. C., May 26. Dr. Maurice J. 
Kossow, Washington, D. C., president, District of Columbia 
Academy of General Practice, will preside at the morning 
session: 
Management of Congestive Heart Failure, Harper K. Hellems, Detroit. 
Office Gynecological Procedures, William E. Barfield, Augusta, Ga. 
Significant Factors in Diagnosis and Management of Arthritis, Daniel M. 
Angevine, Madison, Wis. 
Questions and a panel discussion will precede luncheon for 
doctors and their wives, after which the following session will 
be moderated by Dr. Merrill M. Cross, Silver Spring, Md., 
president, Maryland Academy of General Practice: 
Care of the Premature and the Normal Infant During the First Year, 
Robert G. Frazier, lowa City. 


Management of Diabetes Mellitus Including the Use of Newer Insulin, 
Howard F. Root, Boston. 


Diagnosis and Treatment of Cerebral Vascular Disease, Clark H. 
Millikan, Rochester, Minn. 
Questions and panel discussion, 4:45-5:15 p. m., will be followed 
by a cocktail reception. 


Physicians are invited to send to this department items of news of gen- 
eral interest, for example, those relating to society activities, new hospitals, 
education, and public health. Programs should be received at least three 
weeks before the date of meeting. 


Dr. Alphin Goes to Missouri.—Dr. Thomas H. Alphin, Bethesda, 
Md., assistant director of the A. M. A. Washington Office, 
has been appointed associate professor of anatomy and assistant 
dean of the University of Missouri School of Medicine, Colum- 
bia. Dr. Alphin was named the assistant chief medical examiner 
for the state of Virginia in 1950, and a year later he was made 
regional medical officer of the Federal Civil Defense Admin- 
istration. During 1952 and 1953 he served as chemical warfare 
defense and mortuary service officer for the Federal Civil De- 
fense Administration in Washington and as staff college lecturer 
on medical problems of civil defense at the administration’s 
staff college in Olney, Md. 


FLORIDA 


Cardiovascular Fellowship.—The Duval District Heart Associ- 
ation, a chapter of the American Heart Association, will establish 
a cardiovascular fellowship, to become effective July 1, at the 
Duval Medical Center in Jacksonville. The minimum require- 
ments for applicants are one year of internship and two years of 
residency or the equivalent. Application forms are obtainable 
from the office of the Duval District Heart Association, 425 
W. Duval St., Jacksonville. 


GEORGIA 


Dr. Dunstan Honored.—At its anniversary banquet the Fulton 
County Medical Society presented to Dr. Edgar M. Dunstan, 
Atlanta, the first Aven Citizenship Cup for distinguished com- 
munity service. Dr. Dunstan, a member of the national defense 
committee of the Fulton County Medical Society for about three 
years, was the first Civil Defense Health Services Director of 
the Atlanta metropolitan area. He is director of the medical 
branch of Georgia Civil Defense Services, a member of the 
Medical Advisory Committee to the Federal Civil Defense Ad- 
ministrator at the national level and to the Federal Civil De- 
fense Administrator of Region Three, and has served as 
consultant to the American Medical Association Council on 
National Defense. 


ILLINOIS 


Emergency Surgical Program.—The metropolitan Chicago chap- 
ter of the American College of Surgeons announces the follow- 
ing emergency surgical program to be given by surgical residents 
of the metropolitan hospitals and summarized in review by the 
sponsors (chiefs of their departments) for surgical residents at 
8 p. m., May 26, at the John B. Murphy Memorial Auditorium, 
50 E. Erie St., Chicago: 
Spinal Cord Injuries, William Wallace, Veterans Administration Re- 
search Hospital, and (sponsor) Nicholas C. Wetzel, Chicago. 
Resuscitation, Archer S. Gordon, Hines Veterans Administration Hos- 
pital, and (sponsor) Hiram T. Langston, Chicago. 
Heart Wounds, Minas Joannides, Hines Veterans Administration Hos- 
pital, and (sponsor) William J. Gillesby, Hines. 


Perforated Peptic Ulcer, John H, Wawson, Hines Veterans Administra- 
tion Hospital, and (sponsor) William J. Giilesby. 


Emergency Eye Surgery, Alexander L. Brewer, Cook County Hospital, 
and (sponsor) James E. Lebensohn, Chicago. 


Pasteur Award.—The Society of Illinois Bacteriologists re- 
cently bestowed its Pasteur award on Perry W. Wilson, Ph.D., 
professor of bacteriology, University of Wisconsin, Madison, 
for research in the field of nitrogen fixation, begun when he was 
a graduate student at the university. During World War IL Pro- 
fessor Wilson served as special consultant to the armed services 
in the field of biological warfare. He is the author of a volume 
entitled “Biochemistry of Symbiotic Nitrogen Fixation”; co- 
author of “Bacterial Physiology” and of “Respiratory Enzymes”; 
and editor of the “Symposium on Respiratory Enzymes” and 
Bacteriological Reviews. 
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Chicago 

University News.—Dr. Leo M. Zimmerman has been named 
chairman of the department of surgery of the Chicago Medical 
School. He is now attending surgeon at the Cook County and 
Michael Reese hospitals and has served in the same capacity at 
Chicago Memorial Hospital; is professor of surgery at the Cook 
County Graduate School; and is a former member of the staff 
of Northwestern University Medical School. 


Neuromuscular Diseases in Children.—A course in the neuro- 
muscular diseases of children with special emphasis on cerebral 
palsy will be offered by Dr. Meyer A. Perlstein at the Cook 
County Graduate School of Medicine, June 20-July 1. This in- 
tensive didactic and clinical course includes field trips to itinerant 
clinics. Tuition, $225, includes the costs of luncheons during the 
course and the cost of transportation and hotels during itinerant 
clinics. Registration, which is limited, may be made by applying 
to the Registrar, Cook County Graduate School of Medicine, 
707 S. Wood St. 


Personal.— Dr. Karl A. Meyer, chief surgical officer of all 
county institutions, has been elected president of the board of 
the Chicago Foundlings Home, 15 S. Wood St. The home, which 
cares for abandoned children and unwed mothers, has been 
located in its present four-story brick building since 1872, but 
plans are now being made to relocate it in the West Side Medical 
Center. Dr. John Post has been appointed medical director 
of the Zenith Radio Corporation, 6001 W. Dickens Ave. With 
the exception of five years’ service with the U. S. Army Medical 
Corps during the past war, Dr. Post has been engaged in private 
practice in Chicago since 1938. He has been a member of the 
staff of Presbyterian Hospital————At the annual conference of 
the Illinois division, American Cancer Society, the sixth annual 
award for Distinguished Service in Cancer Control was presented 
to Dr. Warren H. Cole, head, department of surgery, University 
of Illinois College of Medicine. Dr. Cole, who is president-elect 
of the American College of Surgeons, has also served as president 
of the Chicago Medical Society, chairman of the American 
Board of Surgery, and visiting professor at the University of 
London Postgraduate School. 


INDIANA 


Narcotic Violation—Dr. Gerald S. Lowery, Indianapolis, 
pleaded not guilty in the U. S. District Court at Indianapolis to 
a violation of the Federal Narcotic Law but was found guilty. 
Federal Judge Cale J. Holder suspended sentence Dec. 20, 1954, 
and placed Dr. Lowery on probation for a period of one year. 


Surgical Meeting.—The International College of Surgeons, 
Indiana section, will hold its annual regent’s meeting (open to 
all American Medical Association members) at the Lincoln 
Hotel, Indianapolis, May 25. The following papers wiii be pre- 
sented from 3 to 5 p. m:: 
Whiplash and Other Injuries of the Cervical Spine, C. Basil Fausset, 
Indianapolis. 
Clinical Aspects of Radioactive Isotopes in Surgery, John A. Campbell, 
Indianapolis. 
Gallbladder Problem, Claude J. Hunt, Kansas City, Mo. 
A social hour, 5-6 p. m., will precede dinner at 6:30 p. m. Aftet 
dinner “Some Clinical Applications of Data on Sexual Physi- 
ology” will be discussed by Alfred C. Kinsey, Sc.D., Bloom- 
ington. 


Seminar on Thyroid Diseases.—The Indiana Association of 
Pathologists, together with the U. S. Veterans Administration 
Hospital, Indiana Cancer Society, and the Indiana University 
School of Medicine, is sponsoring the seventh annual seminar, 
“Diseases of the Thyroid,” which will be presented by Dr. 
Gustavus H. Klinck, endocrine section, Armed Forces Institute 
of Pathology, Washington, D. C., and Dr. John C. McClintock, 
assistant professor of surgery, Albany Medical College. Albany, 
N. Y., at 10 a. m. (C. D. T.), May 22, in the Veterans Adminis- 
tration Hospital, 1481 W. 10th St., Indianapolis. Sets and 
protocols will be available for pathologists’ who are not members 
of the Indiana state pathologists association. These sets will be 
distributed as long as they last to those who apply. The fee of 
$5 should*be sent together with the request for the set to Dr. 
Joseph L. Haymond, Secretary, Indiana Association of Pathol- 
ogists, 3769 College Ave., Indianapolis. It will not be necessary 
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to bring microscopes or slides, as the presentation will be made 
by means of lantern slides. Interested members of the medical 
profession are cordially invited to attend. 


MAINE 


State Association Appoints Director.—Dr. Daniel F. Hanley, 
physician to Bowdoin College, Brunswick, has been appointed 
to the newly created post of director of the Maine Medical 
Association. Dr. Hanley is a member of the staff of the Mercy 
Hospital in Portland and the Bath Memorial Hospital in Bath. 
From 1944 to 1946 he was in the U. S. Army Medical Corps 
and served in the China-Burma-India theater. On return to 
civilian life he was appointed acting college physician at 
Bowdoin and in 1948 became college physician. 


MARYLAND 


Vitamin Conference.—The Johns Hopkins University School of 
Hygiene and Public Health, 615 N. Wolfe St., Baltimore, will 
hold an informal vitamin B,. conterence, May 27, at 8:45 a. m. 
The following topics have been selected for discussion: patho- 
genesis of vitamin B,, deficiency; physiological significance of 
vitamin B.. serum levels; and the role of intrinsic factor prepara- 
tions on the absorption of vitamin B,, by pernicious anemia 
patients and by clinically healthy individuals. 


Orthopedic Program.—The orthopedic section of the Baltimore 
City Medical Society will hold a joint meeting with the Washing- 
ton, D. C., Orthopedic Society at the Lord Baltimore Hotel, 
Baltimore, May 23. The scientific session will begin at 3 p. m. 
Presentations will include “Arthrodesis of the Hip with Intra- 
medullary Nail Fixation” by Dr. Robert N. Lofthouse, Toronto, 
Ontario, Canada, and “Long-Term Follow-Up of Congenital 
Dislocation of the Hip Treated at Children’s Hospital School” 
by Drs. Robert W. Johnson and Charlies C. Hopmans, Baltimore. 


MASSACHUSETTS 

Dr. Faulkner Retires from Deanship.—Dr. James M. Faulkner, 
dean, Boston University School of Medicine, will become medi- 
cal director of the Massachusetts Institute of Technology July 1 
and will resume his part-time teaching activities as a member 
of the faculty of the Boston University School of Medicine, 
teaching in the Massachusetts Memorial Hospitals, as professor 
of clinical medicine and member of the staff of the Robert 
Dawson Evans Memorial, research unit of the hospitals. The 
shift in professional responsibilities will relieve Dr. Faulkner 
of full-time administrative duties and will permit him to return 
to his clinical work and classroom teaching. Dr. Faulkner, who 
saw active service in World Wars I and II, is a member of the 
American Medical Association Council on Medical Education 
and Hospitals and is on the editorial board of the Journal of 
Medical Education. He is a vice-president of the American 
Academy of Arts and Sciences and a trustee of Phillips Exeter 
Academy. 


MINNESOTA 

University News.— Ihe University of Minnesota recently chose 
Dr. Robert A. Good as American Legion Memorial Research 
Professor to succeed Dr. Lewis Thomas, who has been named 
professor of pathology at New York University. Dr. Louis 
Tobian Jr., Southwestern Medical School of the University of 
Texas, Dallas, was appointed associate professor in the depart- 
ment of medicine, and Dr. Leonard M. Schuman, Springfield, 
Iil., deputy director of the division of preventive medicine with 
the Illinois department of public health, was selected as associate 
professor in the Minnesota School of Public Health, succeeding 
Dr. Franklin H. Top, lowa City, who resigned two years ago. 
E. Starr Judd Lecture.—The annual E. Starr Judd Lecture will 
be presented in the Mayo Memorial Auditorium, Minneapolis, 
by Prof. lan Aird, professor of surgery, postgraduate medical 
school, University of London. He will discuss “Management of 
the Pancreas in the Surgery of the Upper Abdomen,” at 8:15 
p. m., May 26. This lecture will form an integral part of the 
continuation course in surgery for general surgeons, presented 
at the Center for Continuation Study, under the direction of 
Dr. Owen H. Wangensteen, chairman, department of surgery, 
University of Minnesota Medical School, Minneapolis. 
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NEBRASKA 


Creighton Alumni Dinner.—In connection with the Annual 
Meeting of the American Medical Association a special dinner 
party for the Creighton University medical alumni will be held 
in the Tower Room of the Chalfonte-Haddon Hall, Atlantic 
City, N. J., June 8, at 7 p. m. Cocktails will precede the dinner, 
starting at 6:15 p. m. Tickets may be purchased through the 
Creighton University alumni office in Omaha at $6 each. 


NEW YORK 

Society News.—At its annual meeting, May 24, the Rochester 
Academy of Medicine will present the third annual lecture by 
Dr. Charles F. Wilkinson Jr., New York City, whose subject will 
be “Postgraduate Medicine and the Practicing Physician.” Dr. 
Wilkinson has been professor and chairman of the department 
of medicine at New York University-Postgraduate Medical 
School since 1949. Newly elected officers of the New York 
Rheumatism Association include: Dr. William H. Kammerer, 
president; Dr. Jacob R. Dordick, vice-president: and Dr. Bernard 
Rogoff, secretary-treasurer, reelected. 


Meeting of Cardiologists.— The Western New York State Heart 
Association will hold the fourth annual combined clinical meet- 
ing and heart symposium with members of the Ontario section 
on cardiology, Ontario Medical Association, Ontario, Canada, 
May 27, in the Butler Auditorium, University of Buffalo School 
of Medicine. The following program has been arranged: 
Clinical Application of Acetyl-Strophanthidin, Ralph E. Peters and 
Raymond A. Hudson, Buffalo. 
Electrolyte Disturbances in Heart Failure, Ramsay W. Gunton, Toronto, 
Canada. 
Use of Hypotensive Agents in Treatment of Hypertension, John Lewis. 
London, Ontario, Canada. 
Control of Anticoagulant Therapy in Coronary Disease, W. Ford Con- 
nell, Kingston, Ontario, Canada. 
A Blood Pump for Medical Use, Arthur E. MacNeill and John E. 
Dovile. Buffalo. 
Metamine (Triethanolamine Trinitrate) in Treatment of Angina Pectoris: 
A Long Term Study, E. Maurice Heller, Toronto, Canada. 
E. C. G. Variations Resulting from the Two-Step Exercise Test, George 
W. Manning, London, Ontario, Canada. 
The sessions will close with a panel discussion, “Recent Advances 
in the Treatment of Cardiac Arrhythmias.” 


New York City 

Conference on Nutrition in Infections.—Under the auspices of 
the New York Academy of Sciences, a conference on nutrition 
in infections will be held, May 24-25, at the Barbizon Plaza 
Hotel, 101 W. 58th St., under the chairmanship of Dr. W. A. 
Wright, medical director, Pfizer Laboratories, Brooklyn. Dr. 
Norman H. Jolliffe, director, bureau of nutrition, department of 
health, city of New York, will serve as chairman for the Tuesday 
session, Which will include: 

Introductory Remarks, Hilary Koprowski, Pearl River. 

Evaluation of the Role of Nutrition in the Prophylaxis and Treatment 
of Disease, Seymour L. Halpern, New York City. 

Nutrition and Intestinal Parasitism, William W. Frye, New Orleans. 

Relationship of Vitamins to Antibody Formation, Abraham E. Axel- 
rod, Ph.D., Pittsburgh. 

Observations on Infection and Certain Vitamins, Benjamin M. Kagan, 
Chicago. 

Fluid Balance During Infection, with Reference to Mineral and Protein 
Metabolism Enzyme Systems, Prof. Joachim Kuthnau, Hamburg, 
Germany. 

Henry Welch, Ph.D., director, division of antibiotics, Food and 
Drug Administration, Washington, D. C., will be chairman for 
the Wednesday presentations, 

Fortified Broad Spectrum Antibiotics as an Adjunct in Surgical Treat- 
ment of the Young, and the Aged and Debilitated, Aaron Prigot, 
Forest Hills. 

Nutritional and Metabolic Aspects of infection, Laurence W. Kinsell, 
Oakland, Calif. 

Antibiotics and Nutrition in Infection, Max B. Milberg and Max 
Michael Jr.. Brooklyn. 

Nutritional Deficiency as It Predisposes to Infection, and the Role of 
Vitamin Deficiencies, Ruben Lopez-Toca, Havana, Cuba. 

Nutritional Problems of Surgical Patients, Jonathan Evans Rhoads, 
Philadelphia. 

Deficiency Syndromes of the Tropics—Causal Relations, Prevention and 
Treatment, Elmer H. Loughlin, New York City, and William G. 
Mullin, Brooklyn. 

Altered Prognosis in the Diabetic with Infection, Herbert Pollack, New 
York City. 

Recapitulation and Prospects, Howard A. Schneider, Ph.D., New York 
City. 


MEDICAL NEWS 203 


Cancer Cytology Conference.—The New York Academy of 
Sciences and the Damon Runyon Memorial Fund for Cancer 
Research are sponsoring a conference on cancer cytology and 
cytochemistry to be held in New York City, May 26-28, under 
the chairmanship of Milan J. Kopac, Ph.D., of the department 
of biology, New York University. Dr. Joe V. Meigs, Boston, 
will be chairman of the opening session on “General Problems 
in Cancer Cytology,” during which “Malignant Properties of 
Cancer Cells” will be discussed by Dr. Edmund V. Cowdry of 
Washington University School of Medicine, St. Louis, and 
“Teamwork Between Pathologists and Cytologisis” by Dr. Paul 
Klemperer, Mt. Sinai Hospital, New York City. “Accomplish- 
ments and Shortcomings of Cancer Cytology” will be the subject 
of an address by Dr. Emerson Day of the Memorial Center for 
Cancer and Allied Diseases, who will also serve as chairman of 
a session entitled “Perspectives in Cancer Cytology.” A second 
session on the same subject will be headed by Dr. Raymond F. 
Kaiser of the National Cancer Institute, Bethesda, Md. One of 
the featured sessions is entitled “A New Look at the Precancer 
Cell.” “The Precancer Cell: A New Problem in Cancer Re- 
search” will be presented by Dr. J. Ernest Ayre, director of the 
Cancer Institute, Miami, Fla. Mr. C. G. Grand, also from the 
Cancer Institute, will give a paper on “Cytologic Tissue Culture 
Studies on Cervical Epithelium.” 


NORTH CAROLINA 

Dr. Myers Goes to Pittsburgh.—Dr. Jack D. Myers, associate 
professor of medicine, Duke University School of Medicine, 
Durham, has accepted the position of professor and chairman 
of the department of medicine at the University of Pittsburgh 
School of Medicine. Dr. Myers has been affiliated with Peter 
Bent Brigham Hospital, Thorndike Memorial Laboratory, 
Boston City Hospital, and Harvard Medical School in Boston 
and Emory University School of Medicine in Emory University, 
Ga. From 1942 to 1945 he served as a lieutenant colonel with 
the U. S. Medical Corps. He is expected to assume his new 
duties about July 1. 


Postgraduate Courses.—Duke University School of Medicine, 
Durham, will offer postgraduate courses (registration fee, $25) 
in room 2031, Duke Hospital, June 20-23. Ward rounds or visits 
to the clinics are available each afternoon. Monday morning 
will be devoted to the home treatment of patients with pul- 
monary tuberculosis, asthma and the postural syndrome, and 
the identification of the common pathogenic fungi. At 7:30 p. m., 
there will be an informal discussion of “The Anxious Patient.” 
Topics for Tuesday morning are “Pathological Changes in 
Obstructive Pulmonary Disease” and “Inhalation Therdpy in 
Obstructive Pulmonary Disease.” Informal discussion on vertigo 
is scheduled for 7:30 p. m. The Wednesday morning program 
will include “Relationship of Upper Respiratory Infections to 
Pulmonary Disease,” “Indications for Pulmonary Surgery,” and 
“Therapy of Pulmonary Bacterial Infections.” All participants 
of the course will be guests of the faculty of the medical school 
at an informal dinner, 6:30 p. m. The sessions will end Thursday 
with discussion of “The Medical Therapy of Tic Douloureux,” 
“Lesions of the Breast,” and “Recent Advances in the Therapy 
of Peptic Ulcer.” Information may be obtained from Director 
ot Post-Graduate Education, Box 3088, Duke Hospital, Durham. 


OHIO 

Meeting on Cardiology.—Ihe Youngstown Area Heart Associ- 
ation, the Mahoning County Medical Society, and the Mahoning 
Academy of General Practice recently held a combined meeting 
in Youngstown at which the speakers were Dr. Helen B. Taussig, 
Johns Hopkins Hospital, Baltimore, and Dr. Harry E. Unger- 
leider, New York City, director of research, Equitable Life 
Assurance Society. The clinic was held at the south side unit 
of Youngstown Hospital in the morning, and in the afternoon 
there was a laboratory conference with residents and interns 
of all hospitals. In the evening Dr. Taussig discussed “Sig- 
nificance of Murmurs Without Other Evidence of Heart Dis- 
ease,” and Dr. Ungerleider gave “The Life History of Hyper- 
tension.” 
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OKLAHOMA 

Dr. Flack Honored.—Dr. Frank L. Flack, president-elect of the 
Tulsa County Medical Society, has received an Award of Merit 
for Humanitarian Service from the Daughters of the American 
Revolution in recognition of his service to Moton Memorial 
Hospital, Tulsa, where he has performed over 2,000 gratuitous 
operations for colored indigent patients within the past 11 years. 
Dr. Flack has also assisted in a training program in the surgical 
sciences for colored physicians at Moton and has been a regular 
consultant and advisor to the hospital since 1943. 


Moorman Award in Medical History.—In memory of the late 
Dr. Lewis J. Moorman, an award in medical history has been 
established by his friends to honor young scholars at the Univer- 
sity of Oklahoma who display competence in the use of archival 
source materials in the history of medicine and related fields in 
Oklahoma. Dr. Moorman had served as president of the Okla- 
homa State Medical Association, Oklahoma County Medical 
Society, Oklahoma City Academy of Medicine, Oklahoma Public 
Health Association, and Oklahoma City Tuberculosis Society. 
He died Aug. 2, 1954. The university in Norman announces 
that seminar reports, term papers, theses, and dissertations are 
eligible for this award. Manuscripts may be chosen from the 
following categories: (1) biographies that perpetuate the memory 
of an Oklahoma physician whose work in the twin territories or 
in the state has been notable; (2) monographs interpreting the 
role of organizations that have worked for the elimination of 
disease and suffering, improvement of the condition of the handi- 
capped, or that in other ways have advanced the profession ot 
medicine in Oklahoma; and (3) special studies of hospitals, 
clinics, and private and governmental agencies engaged in health 
programs. Competition is open to both undergraduate and gradu- 
ate students at the University. The awards, to be made biennially, 
consist of a $50 savings bond as first prize and citations for 
those winning second and third place. Students preparing for 
careers in medicine or in any of the fields related to medicine are 
urged to confer with the archivist of the university. 


PENNSYLVANIA 


Courses in Pediatric Hematology.—The University of Pennsyl- 
vania Graduate School of Medicine, Philadelphia, announces 
two short courses in pediatric hematology for practitioners, to 
be given at the Children’s Hospital of Philadelphia in conjunction 
with the centennial celebration of the hospital. “Practical Pedi- 
atric Hematology” (June 6-8, from 9:30 a. m. to 4:30 p. m.) 
and “Rh and Other Blood Group Incompatibilities in Relation 
to Erythroblastosis Fetalis” (June 9-11, from 9:30 a. m. to 4:30 
p. m.) will be given. Tuition for each course is $60, payable 
with the completed application. For information write the Dean, 
Graduate School of Medicine, 230 Medical Laboratories, Univer- 
sity of Pennsylvania, Philadelphia 4. 


Philadelphia 

Society News.—Newly elected officers of the Philadelphia 
Neurological Society include: Dr. Axel K. Olsen, president; Dr. 
Ernest A. Spiegel, first vice-president; Dr. James J. Ryan, second 
vice-president; Dr. Nathan S. Schlezinger, secretary; and Dr. 
Harvey Bartle Jr., treasurer. The Campbell Soup Fund an- 
nounces the donation of $10,000 to the capital improvement 
drive for enlarging and rehabilitating the library of the College 
of Physicians of Philadelphia. This library, founded in 1787, 
is said to be the oldest medical society of its type and the third 
or fourth largest of its kind in the country. 


SOUTH DAKOTA 


State Medical Meeting in Mitchell.—The 74th annual meeting 
of the South Dakota State Medical Association will convene at 
,the Lawler Hotel, Mitchell, May 22-24. Surgical scientific ses- 
sions are scheduled for Monday and medical sessions for Tues- 
day. Guest speakers include: Drs. Frances E. Senear, Paul S. 
Rhoads, and Leander W. Riba, Chicago; Dr. John L. Arm- 
bruster, Milwaukee; Dr. Carl O. Rice, Minneapolis; Dr. R. B. 
Robins, Camden, Ark.; and Dr. Claire L. Straith, Detroit. A 
stag smoker will be held Sunday at the Elks Club. The annual 
banquet is scheduled for Monday in the Masonic Temple. 
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TENNESSEE 


Society News.—The West Tennessee Medical and Surgical 
Association will hold its annual meeting at the recreation club 
of the Milan Arsenal, Milan, May 26. The principal after-dinner 
speaker will be Dr. William J. Darby, professor of biochemistry 
and head of the department of nutrition, Vanderbilt University 
School of Medicine, Nashville. Physicians in the west Tennessee 
area are invited, 


Television-Radio Workshop.—George Peabody College for 
Teachers and WSM radio and television in Nashville have an- 
nounced plans for their second annual summer workshop, July 
18-29. The workshop is designed to instruct teachers in the use 
of television and radio for educational purposes. The course will 
include lectures, symposiums, demonstrations, and actual pro- 
duction by the students. The course also will explore the fields 
of program planning, public relations, psychology of children’s 
programs, and the use of music, art, and literature in production 
as Well. For information, write Felix Robb, Dean of Instruction, 
Peabody College, Nashville. 


TEXAS 

Dr. Mengert Resigns.—Dr. William F. Mengert, chairman, 
department of obstetrics and gynecology, Southwestern Medical 
School of the University of Texas, Dallas, has announced his 
resignation to accept the top post in obstetrics at the University 
of Illinois School of Medicine, Chicago. Dr. Mengert currently 
is president of the American Academy of Obstetrics and Gyne- 
cology. 


Gift for Cancer Research.—In honor of its president, Mr. 
Charles A. Sammons, the Reserve Life Insurance Company of 
Dallas has presented to Baylor University Hospital $75,000 for 
the purchase of a “Theratron” cobalt 60 beam cancer therapy 
unit. The unit, which weighs & tons, will require a_ special 
building with heavy lead and concrete insulation to keep radio- 
activity under control. Construction will begin within 30 days. 
The new cancer therapy unit is scheduled for delivery in June. 
The building and facilities, which will be valued at $150,000, 
will be known as the “Charles A. Sammons Irradiation Therapy 
Center.” 


UTAH 


University News.—Dr. Russell M. Nelson has been appointed 
as a full-time assistant professor in the department of surgery 
at the University of Utah College of Medicine, Salt Lake City. 
——Dr. Gerald T. Perkeff, research instructor in medicine, has 
been selected as a Scholar in Medical Science by the John and 
Mary R. Markle Foundation, commencing July 1. 


Personal,—Dr. Robert S. Warner, former director, division of 
graduate and postgraduate medical education, University of 
Utah School of Medicine, Salt Lake City, has been appointed 
assistant medical director of the American Heart Association. 
Dr. Warner’s primary responsibility will be the development of 
the association’s professional medical education program. 


Dr. Price Named Acting Dean.—Dr. Philip B. Price, chairman 
of the department of surgery since the four year medical school 
started in 1943, has been appointed acting dean of the Univer- 
sity of Utah College of Medicine, Salt Lake City. He will fill the 
post left vacant by Dr. John Z. Bowers, recently named dean 
of University of Wisconsin Medical School, Madison. 


Surgical Meeting in Ogden.—The 1!0th annual meeting of the 
Ogden Surgical Society will be held in the Ogden Theater, 420 
25th St., May 25-27. Dr. Rodney Maingot, fellow, Royal College 
of Surgeons, and senior surgeon, Southend General Hospital, 
London, England, will be one of the speakers. Other scheduled 
speakers include Dr. Claude S. Beck, Cleveland; Dr. Henry L. 
Bockus, Philadelphia; Dr. Sterling Bunnell, San Francisco; Dr. 
Richard B. Cattell, Boston; Drs. G. Lawrence Chaffin and 
S. Rodman Irvine, Los Angeles; Dr. Francis J. Cox, San Fran- 
cisco; Drs. J. Englebert Dunphy and Orvar Swenson, Boston; 
Dr. Emil G. Holmstrom, Salt Lake City; Dr. Edward S. Judd 
Jr., Rochester, Minn.; Dr. Carl V. Moore, St. Louis; Drs. Alton 
Ochsner and Ralph V. Platou, New Orleans; and Dr. Philip B. 
Price, Salt Lake City. 
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ALASKA 


Personal.—Dr. Neal R. Kirkpatrick, chief of medical service at 
the 500Sth Air Force Hospital in Anchorage, was recently 
appointed director of the 60-piece Anchorage Symphony Orches- 
tra, which is composed of musicians from the city and neighbor- 
ing military bases. Dr. Kirkpatrick, whose home is in Longview, 
Wash., was conductor of the Longview Community Church choir 
prior to entrance into the service in 1953, After completion of 
his tour of duty in May, he will return to Longview, Wash., to 
resume his medical practice in association with his brother, Dr. 
Wendell C. Kirkpatrick. 


Vital Statistics —According to the Bureau of Vital Statistics in 
the Alaska Department of Health, accidents and heart disease 
took more lives in Alaska in 1953 than any other cause. Per 
100,000 persons, the death rate from accidents was 122.9 and 
the heart disease rate, 122.4. Thesz figures contrasted with state- 
side figures, where the death rate from accidents was 60.8 per 
100,000 persons, or less than half of Alaska’s rate. The stateside 
heart disease rate, however, was 357.6, or nearly three times as 
high as in Alaska. Tuberculosis dropped to fourth place as cause 
of death in Alaska in 1953 with a rate of 60.5 persons per 
100,000 population. This is nearly five times as high as the 
stateside rate, which was 12.5 in 1953. Among the white popu- 
lation, the rate was only 3.6 in Alaska as contrasted with 10.2 
in the states. Among the nonwhite population, the rate was 
nearly 10 times as high in Alaska (300.3) as in the states (31.9) 
per 100,000 persons. The third highest cause of death in Alaska 
in 1953 was congenital malformations and diseases peculiar to 
early infancy, in which the rate was 77.1 as compared with 53.2 
in the states. Influenza and pneumonia were in fifth place as 
cause of death in the territory in 1953, followed by cancer, 
senility and ill-defined causes, and cerebral hemorrhage. Death 
from all other causes was 118.5 persons per 100,000 population. 
The total number of deaths in Alaska in 1953 was 1,303. 


GENERAL 

Medical Diploma Lost.—Dr. David D. Vaughan, 1015 W. 
Franklin St., Richmond, Va., reports the loss of his Doctor of 
Medicine diploma during his recent move from New Orleans 
(3503 Prytania St., Zone 15) to 1015 W. Franklin St., Rich- 
mond 20, Va. The diploma, granted by Harvard Medical School 
in March, 1946, is written in Latin, and the name is inscribed 
as Davidem DuPuy Vaughan. 


Meeting on Compensation Medicine.—At its annual meeting 
at the New York Academy of Medicine, Hosack Hall, 2 E. 
103rd.St., New York City, 8:30 p. m., May 25, the American 
Academy of Compensation Medicine will hear Dr. Paul R. 
Hawley, Chicago, director, American College of Surgeons, dis- 
cuss “The Responsibility of the Medical Profession in Work- 
men’s Compensation Administration.” The meeting will be open 
to all interested persons. 


Conference on Blood.—The Gordon Research Conference on 
Blood, named in honor of Dr. Neil E. Gordon, Hartford, Conn., 
will be held at the Kimball Union Academy, Meriden, N. H., 
June 13-17. This, the first conference on blood to be held in 
a series of scientific meetings initiated in 1931, will be devoted 
to informal presentations and exchanges of information on cur- 
rent and proposed research programs. Among the topics to be 
treated is “Blood Lipids—Their Form, Stability, and Fate.” 
Those interested in contributing papers and in participating may 
secure full information from Herbert L. Davis, Ph.D., Depart- 
ment of Biochemistry, University of Nebraska College of 
Medicine, Omaha 5. 


Research Fellowship in Poliomyelitis.—The three year Elizabeth 
Kenny Fellowship in poliomyelitis is now available in the depart- 
ment of pediatrics at Stanford University School of Medicine, 
San Francisco. A stipend of $5,000 to $6,000 per year is pro- 
vided for the fellowship. Applicants should be trained in pedi- 
atrics and have some experience in virology. The candidate is 
required to spend two-thirds of his time in the research program 
and one-third in clinical pediatrics or in clinical teaching. An 
additional sum of $5,000 to $6,000 is also available for expenses 
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to conduct the research. Applicants should write to the Chair- 
man, Department of Pediatrics, Stanford Hospital, Clay and 
Webster Streets, San Francisco 15, 


Grants for Prevention of Blindness.—The National Society for 
the Prevention of Blindness, 1790 Broadway, New York 19, has 
announced the recent award of grants totaling $22,500 for 
research projects, 40% of which is being used to help isolate 
the cause of retrolental fibroplasia. In addition to its research 
grants to individual persons, the society is helping to support a 
major coordinated study of retrolental fibroplasia in 16 hospitals 
in various parts of the country. The society, which was estab- 
lished in 1908, is supported entirely by voluntary contributions 
from 50,090 members and friends in every state of the union. 


Lasker Awards in Rehabilitation.— At the sixth World Congress 
of the International Society for the Welfare of Cripples, the first 
Albert Lasker awards for achievement in the development of 
services for the physically disabled were bestowed on Dr. Henry 
H. Kessler, medical director of the Kessler Institute for Re- 
hobiiitation, West Orange, N. J.;: Dr. Juan Farill, chief surgeon, 
Shriners Hospital for Crippled Children, Mexico City; and Wil- 
liam Richard Morris, Viszount Nuffield, president, Central Coun- 
cil for the Care of Cripples in the United Kingdom. The awards 
consist of $1,000 and a silver statuette of the Winged Victory 
of Samothrace and will be conferred every third year by the 
Albert and Mary Lasker foundation through the congresses of 
the ISWC, 


Surgical Awards.—The Woman’s Auxiliary of the United States 
and Canadian sections of the International College of Surgeons 
invites two residents or fellows in training in surgery to attend 
the annual meeting of the college, Sept. 12-15, in Philadelphia, 
to present a clinical or scientific paper. The college will provide 
transportation and living expens2s (not exceeding $300) for the 
time of the meeting; compensation will be based on the distance 
traveled. The woman’s auxiliary also announces a scholarship 
of $3,009 available to a young American or Canadian surgeon 
who wishes to study abroad. The sum will cover transportation 
and living expens?s. The recipient is expected to spend at least 
10 months of the year as a resident or fellow in a teaching center 
in one of the countries of Europe or South America. Information 
may be obtained from the Scholarship Committee, International 
College of Surgeons, 1516 Lake Shore Drive, Chicago 10. 


Meeting on Air Pollution.—The 47th annual meeting of the Air 
Pollution Control Association will convene at the Sheraton- 
Cadillac Hotel, Detroit, May 22-26. Monday morning will be 
devoted to a panel on coordination with other departments and 
Monday afternoon to a session on smoke abatement. A round- 
table discussion of specific problems will be held in the evening. 
“Effects of Pollutants on Plants and Animals” and “Meteoro- 
logical Effects” will be considered Tuesday morning. After 
luncheon, pollution measurements, radiological waste disposal, 
and the Detroit Windsor study will be discussed; Wednesday has 
been designated automotive industry day. Topics for Thursday 
morning are “Pollution Abatement in the Metallurgical Indus- 
tries’; “Control of Gaseous Pollutants’; and “Incinerators.” 
Thursday afternoon “Community Aspects,” “Pollution Abate- 
ment Equipment,” and “City Planning and Air Pollution” will 
be presented. 


Meeting of Genitourinary Surgeons.—The American Associ- 
ation of Genito-Urinary Surgeons will hold its 66th annual 
meeting, May 23-25, at Del Monte Lodge, Pebble Beach, Calif. 
The sessions will open Monday, at 8:30 a. m., with “The Effect 
of Cortisone on the Spermatogenic Function of the Human 
Testis” by Dr. Norris J. Heckel, Chicago, vice-president of the 
association, and Dr. James H. McDonald, Chicago (by invita- 
tion). Other physicians who will speak by invitation include Drs. 
David A. MacFarlane, Bristol, Quebec, Canada, Craig Leman, 
Frederick G. Shaffer, and Elwood F. Ireland Jr., Boston; and 
Rudolf Oppenheimer, Joseph C. Presti, and Ralph C. Benson, 
San Francisco. The following symposiums have been sched- 
uled: Monday, Tumors of the Renal Pelvis and Ureter; Tues- 
day, Tumors of the Male and Female Urethra; and Wednes- 
day, Urologic Complications in Gynecology. The banquet will 
be held Tuesday. 
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Lederle Student Fellowships.—The Lederle Laboratories Di- 
vision of the American Cyanamid Company announces that the 
Lederle Medical Student Research fellowships for the year 1955 
are available to medical schools throughout the United States 
and Canada. These fellowships, in amounts not exceeding $600 
per year for any one individual, are intended to relieve in part 
the financial burden of students who desire to devote their 
summer vacations to research in the basic (preclinical) medical 
sciences. Students who apply must be of good scholastic standing 
and must have the consent of the faculty member under whose 
supervision their research is to be conducted. The selection of 
students to receive such awards will be made by the dean of 
the medica! school or by the regularly constituted committee of 
the faculty charged with such selections. By special permission 
of the dean or the fellowship committee of the school, the 
student may carry on such research in another medical school, 
provided satisfactory arrangements have been made with the 
faculty member of the school and the department in which the 
student is to conduct research. 


Feliowships for Medical Students—The National Foundation 
for Infantile Paralysis announces that fellowships will be avail- 
able for medical students who have a minimum of eight weeks 
of consecutive free time for study during 1955. Three types of 
fellowships are offered: (1) Research in the Biological and Physi- 
cal Sciences Related to Medicine; (2) Physical Medicine and 
Rehabilitation: and (3) Public Health and Preventive Medicine. 
The purpose of these fellowships is to introduce students to one 
of these three fields, to enable them to determine their ability 
and aptitudes early in their careers. The deans of each of the 
approved medical schools in the United States have been asked 
to nominate two candidates for each of these fellowships. 
Students who have completed one year in medical school are 
eligible for the research fellowships and those who have com- 
pleted two years, for the other types of fellowships. The student 
must be able to devote full time to the program for a minimum 
of two and a maximum of three months. The stipend will be 
$200 a month. Students should consult with the deans of their 
medical schools, who will supply further information and appli- 
cation forms. Applications must be submitted to the National 
Foundation for approval before the program begins. A period 
of eight weeks should be allowed for administrative action by 
the foundation. 


Society News.—Newly elected officers of the Western Society 
for Pediatric Research include: Dr. Robert A. Aldrich, Portland, 
Ore., president; Dr. James F. Bosma, Salt Lake City, vice- 
president; and Dr. Robert H. Alway, Denver, secretary-treasurer. 
Dr. Warren W. Furey, Chicago, was recently elected 
president of the American College of Radiology; Dr. Bernard P. 
Widmann, Philadelphia, vice-president; and Dr. Earl E. Barth, 
Chicago, treasurer (reelected). Newly elected officers of the 
Society of University Surgeons include: Dr. Richard L. Varco, 
Minneapolis, president; Dr. Harold A. Zintel, New York City, 
president-elect; Dr. C. Rollins Hanlon, St. Louis, secretary; and 
Dr. Frederick W. Cooper Jr., Emory University, Ga., treasurer. 
At the annual meeting of the American Laryngological 
Association Dr. Bernard J. McMahon, Clayton, Mo., was elected 
president; Dr. Robert L. Goodale, Boston, first vice-president: 
Dr. Paul H. Holinger, Chicago, second vice-president; Dr. Harry 
P. Schenck, Philadelphia, secretary; and Dr. Fred W. Dixon, 
Cleveland, treasurer. Newly elected officers of the American 
Academy of Dermatology and Syphilology include: Dr. Arthur 
C. Curtis, Ann Arbor, Mich., president; Dr. Carroll S. Wright, 
Philadelphia, vice-president; Dr. James R. Webster, Chicago, 
secretary-treasurer; and Dr. Robert R. Kierland, Rochester, 
Minn., assistant secretary-treasurer. The North Pacific Soci- 
ety of Neurology and Psychiatry held its annual meeting in 
Victoria, B. C., Canada, March 25-26. Physicians who spoke 
by invitation included: Dr. Clarisse L. Aszkanazy, Vancouver, 
B. C., and Drs. Richard P. Schmidt, Gordon G. Bergy, Robert 
A. Bruce, Allan R. Leider, and 1. Hyman Weiland, Seattle. 


Gynecologists Meet in Quebec.—The American Gynecological 
Society will hold its 78th annual session at the Chateau Fron- 
tenac, Quebec, Canada, May 23-25, under the presidency of 
Dr. Philip F. Williams, Philadelphia. The address of welcome 
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will be made at 9:30 a. m., Monday, by Dr. Charles Vezina, 
dean of the Laval University Faculty of Medicine, Quebec, and 
response will be by Dr. C. Frederic Fluhmann, San Francisco. 
The guest speaker, Dr. Charles C. Chapple, senior physician to 
Children’s Hospital, Philadelphia, will present “Possible Mecha- 
nisms of Some Congenital Defects.” “A Critical Survey of 
Present Methods of Diagnosis and Therapy in Human Infertil- 
ity’ will be given by Dr. C. Lee Buxton, New Haven, Conn. 
(by invitation) and Dr. Anna L. Southam, New Haven, Conn. 
Dr. and Mrs. Newell W. Philpott, Montreal, Canada, will enter- 
tain at cocktails, 5:45-7 p. m., preceding the Monday evening 
session, Which will include an invitational address, “Longevity 
Following the Pelvic Exenteration Procedure for Carcinoma of 
the Cervix,” by Dr. C. Langdon Parsons, Boston. On Tuesday 
morning invitational addresses will be presented by Dr. Harold 
L. Gainey, Kansas City, Mo. (‘Postoartum Observation of 
Pelvic Tissue Damage: Further Studies”) and Dr. Gerald A. 
Galvin, Baltimore (“The Significance of Basal Cell Hyper- 
activity in Cervical Biopsies”). The presidential address will be 
delivered at 12 noon. Tuesday, at 7 p. m., the society will be 
host at a social hour, cocktails, and the annual dinner, at which 
the guest of honor will be Gaspard Fauteux, Lieutenant- 
Governor of the province of Quebec. Wednesday morning, Dr. 
Benjamin Tenney Jr., Boston, will deliver an invitational address, 
“Study of Rabbit Ovary Following Hysterectomy and Tubal 
Ligation.” The profession is cordially invited to attend the 
convention. 


Meeting on Mental Deficiency.—The 79th annual meeting of 
the American Association on Mental Deficiency will convene 
at the Hotel Statler, Detroit, May 24-28. Wednesday at noon 
a panel on problems of administration will be presented pre- 
ceding the luncheon meeting, at which Dr. G. McCoull, super- 
intendent, Prudhoe and Moncton Hospital, Prudhoe-On-Tyne, 
Northumberland, England, will discuss “Facility Growth for the 
Care of the Mental Defective in England, Prior to and Since 
the Enactment of the 1946 National Health Act.” A public 
meeting is scheduled for Wednesday, 8 p. m., at which Mr, 
Martin Papish, president, National Association for Retarded 
Children, will present “NARC, Today and Tomorrow.” At 8:45 
a.m. Thursday an administration panel will consider “Interpret- 
ing Programs for the Mentally Retarded by Means of Mass 
Media Communications.” At 10:30 a. m. a trip will be made to 
the Wayne County Training School, where luncheon will be 
served and a program presented with Dr. Robert H. Haskell, 
Northville, Mich., superintendent, as host. Friday morning the 
following symposium on the problem of children with cerebral 
defects will be presented: 
The Concept of the “Brain Injured Child” and Its Implications, Joseph 
Wortis, Brooklyn, N. Y. 
ee Characteristics of Children with Cerebral Defects, Herbert 
G. Birch. 
Neuropsychiatric Aspects of Behavior in Children with Cerebral Defects, 
Arthur M, Meisel, Brooklyn, N 
Methods for Estimating Developmental Potential (preliminary report), 
Miss Else Haeussermann. 
Behavior Patterns of the “Brain Injured Child,’ Doris H. Milman, 
Brooklyn, N. Y. 
In the afternoon a symposium on rehabilitation work with the 
mentally retarded child will include: 
Five Years Experience in a Special Clinic for the Rehabilitation of 
Retarded Children, Joseph Wortis and Arthur Meisel, Brooklyn, N. Y. 
Responses of Parents to the Problem of Retardation, Edmund W, 
Gordon, M.A., and Montague Ullman, New York City. 
Common Medical Problems Encountered in Mentally Retarded Children, 
Carl Drayer, Brooklyn, N. Y., and Irving Mauss, Belle Harbor, N. Y, 
The president's dinner will be held Friday at 7 p. m. The sessions 
will end Saturday with a luncheon, 12:30 p. m., at which Sidney 
Spector, director, Interstate Clearing House on Mental Health, 
the Council of State Governments, Chicago, will consider “The 
States in the Field of Mental Health.” 


LATIN AMERICA 

Congress on Gynecology and Obstetrics.—The second Mexican 
Congress of Gynecology and Obstetrics will be held at the 
Faculty of Medicine of the Ciudad Universitaria of Mexico, 
D. F., Mexico, June 5-11. The program will include discussions 
on surgery of cancer in gynecology; mortality of mothers and 
infants; toxemia of pregnancy; the national crusade against 
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malignant neoplasms in women; gynecologic cancer: heart dis- 
ease and pregnancy: and endocrinotherapy in gynecology and 
obstetrics. Requests for information should be sent to Dr. 
Alfredo Lopez de Vana, Secretario General del Congreso, 
Apartado Postal No. 887, Mexico, D. F., Mexico. 


FOREIGN 


Meeting on Gerontology.—The fifth national convention of the 
Italian Society of Gerontology and Geriatrics will be held in 
Turin, June 27-29. Topics to be presented include “Biological 
Bases of Senescence,” “Senescence of the Cutaneous Apparatus,” 
“Surgical Interventions in the Aged,” “Prostate and Senility.” 
and “Old Age, Evaluation of Damages, and Insurance.” Infor- 
mation may be obtained from Dr. G. Scardighi, Segreteria, 
Societa Italiana di Gerontologia e Geriatria, Viale Morgagni, 8&5, 
Firenze, Italy. 


Meeting on Otorhinolaryngology.— The 26th annual meeting of 
the German Society for Otorhinolaryngology will be held May 
22-26 in Konstanz. “Further Development of the Theory of 
Hearing and Its Clinical Importance” will be discussed by Dr. 
Otto F. Ranke, Erlangen, and “Newer Problems of Hearing” 
by Dr. G. von Bekesy, Cambridge, Mass. “The Virus Diseases 
in the Region of Ear, Nose and Throat” will be considered by 
Dr. R. Haas, Marburg (virology) and Dr. A. Becker, Marburg 
(clinical aspects). 


CORRECTION 

The T Wave.—In the query by this title published in TH: 
JOURNAL, April 16, page 1458, the eighth line of the answer 
should begin with “aVF” instead of “aVL.” 


MEETINGS 


AMERICAN MEDICAL ASSOCIATION: Dr. George F. Lull, 538 North 
Dearborn St., Chicago 10, Secretary. 
1955 Annual Meeting, Atlantic City, N. J., June 6-10. 
195§ Clinical Meeting, Boston, Nov. 29-Dec. 2. 
1956 Annual Meeting, Chicago, June 11-15. 
1956 Clinical Meeting, Seattle, Nov. 27-30. 
1957 Annual Meeting, New York, June 3-7. 


AMERICAN ACADEMY OF TUBERCULOSIS PHYSICIANS, Ritz-Carlton Hotel, 
Atlantic City, N. J., June 4. Dr. Oscar S. Levin, P. O. Box 7011, 
Denver, Secretary. 

AMERICAN ASSOCIATION OF GENITO-URINARY SURGEONS, Monterey Lodge, 
Monterey, Calif.. May 22-25. Dr. John A. Taylor, 2 East 54th St, 
New York 22, Secretary. 

AMERICAN ASSOCIATION ON MENTAL Dericiency, Statler Hotel, Detroit, 
May 24-28. Dr. Lloyd N. Yepsen, New Lisbon, N. J., Secretary. 

AMERICAN COLLEGE OF ANGIOLOGY, Brighton Hotel, Atlantic City, N. J., 
June 4. Dr. Hugh Murphy, 151 East 83d St., New York, Secretary. 

AMERICAN COLLEGE OF CHEST PHYSICIANS, Ambassador Hotel, Atlantic 
City, N. J., Jume 2-5. Mr. Murray Kornfeld, 112 East Chesnut St., 
Chicago 11, Executive Director. 

AMERICAN DIABETES ASSOCIATION, Chalfonte-Haddon Hall, Atlantic City 
N. J., June 4-5. Dr. John A. Reed, 1 East 45th St., New York 17, 
Secretary 

AMFRICAN ELECTROENCEPHALOGRAPHIC Society, Palmer House, Chicago, 
June 10-12. Dr. W. T. Liberson, EEG Research Laboratory, Veterans 
Administration Hospital, Northampton, Mass., Secretary. 

AMERICAN GASTROENTEROLOGICAL ASSOCIATION, Claridge Hotel, Atlantic 
City, N. J., June 3-4. Dr. H. Marvin Pollard, University Hospital, Ann 
Arbor, Mich., Secretary. 

AMERICAN GastroscoPic Society, West Room, Haddon Hall, Atlantic 
City, N. J., June 2. Dr. John Tilden Howard, 12 East Eager St., Balti- 
more 2, Secretary. 

AMERICAN GYNECOLOGICAL Society, Chateau Frontenac, Quebec, Canada, 
May 23-25. Dr. John I. Brewer, 104 S. Michigan Blvd., Chicago 3, 
Secretary. 

AMERICAN HEARING Society, Hotel Morrison, Chicago, Jume 12-14. Miss 
Tracy Copp, 817 Fourteenth St. N.W., Washington 5, D. C., Secretary. 

AMERICAN MEDICAL WOMEN’S ASSOCIATION, Hotel Dennis, Atlantic City, 
N. J., Jume 2-5. Miss L. T. Majally, 1790 Broadway, New York 19, 
Executive Secretary. 

AMERICAN NEUROLOGICAL ASSOCIATION, Palmer House, Chicago, June 13-15. 
Dr. H. Houston Merritt, 710 West 168th St.. New York 32, Secretary. 
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AMERICAN OPHTHALMOLOGICAL Society, Greenbrier Hotel, White Sulphur 
Springs, W. Va., June 2-4. Dr. Maynard C. Wheeler, 30 West 59th St., 
New York 19, Secretary. 

AMERICAN ORTHOPEDIC ASSOCIATION, Greenbrier Hotel. White Sulphur 
Springs, W. Va., June 19-22. Dr. George O. Eaton, 4 East Madison St., 
Baltimore 2, Secretary. 

AMERICAN Pepratric Society, Chateau Frontenac, Quebec, Canada, June 
13-17. Dr. Aims C. McGuinness, Medical Laboratories, University of 
Pennsylvania, Philadelphia 4, Secretary. 

AMERICAN PrOCTOLOGIC SocteTy, Hotel Statler, New York, June 1-4, 
Dr. Karl Zimmerman, 3500 Fifth Ave., Pittsburgh 13, Secretary 

AMERICAN RHEUMATISM ASSOCIATION, Hotei Dennis, Atlantic City, N. J., 
June 3-4. Dr. William H. Kammerer, 33 East 61st St., New York 21, 
Secretary. 

AMERICAN SOcIETY FOR ARTIFICIAL INTERNAL ORGANS, Hotel Chelsea, 
Atlantic City, N. J., June 4-5. Dr. Peter F. Salisbury, Institute for 
Medical Research, 4751 Fountain Ave., Los Angeles 29, Acting Secretary. 

AMERICAN SOCIETY FOR THE STUDY OF STERILITY, Ritz-Carlton Hotel, 
Atlantic City, N. J., June 3-5. Dr. Herbert H. Thomas, 920 South 19th 
St., Birmingham, Ala., Secretary. 

AMERICAN THERAPEUTIC Society, Shelburne Hotel, Atlantic City, N. J., 
June 2-5. Dr. Oscar B. Hunter Jr., 915 Nineteenth St. N.W., Washing- 
ton 6, D. C., Secretary. 

AMERICAN TRUDEAU Society, Schroeder Hotel, Milwaukee, May 23-27. 
Dr. W. G. Childress, 1790 Broadway, New York 19, Secretary. 

ARKANSAS MepicaL Society, Arlington Hotel, Hot Springs, May 29-June 1. 
Dr. J. J. Monfort, 215 Kelley Bidg., Fort Smith, Secretary. 

ASSOCIATION FOR RESEARCH IN OPHTHALMOLOGY, Dennis Hotel, Atlantic 
City, N. J., June 7-9. Dr. Lorand V. Johnson, 10515 Carnegie Ave., 
Cleveland 6, Secretary. 

IpAHO STATE MEDICAL ASSOCIATION, Sun Valley, June 19-22. Mr. Armand 
L. Bird, 364 Sonna Bldg., Boise, Executive Secretary. 

Matneé MepicaL ASSOCIATION, The Samoset, Rockland, Jume 19-21, Mrs, 
Esther M. Kennard, 142 High St., Portland 3, Secretary. 

MriDICAL Society Executives CONFERENCE, Ritz-Carlton Hotel, Atlantic 
City, N. J., Jume 4. Mr. W. H. Bartleson, 3036 Gillham Road, Kansas 
City 8, Mo., Secretary. 

MEDICAL SURGICAL CONFERENCE, Great Falls, Mont., June 20-21. Dr. Carl 
Nelson, 600 Central Ave., Great Falls, Mont., Secretary. 

MINNESOTA STATE MEDICAL ASSOCIATION, Hotel Radisson, Minneapolis, 
May 23-25. Mr. R. R. Rosell, Lowry Medical Arts Bidg., St. Paul 2, 
Executive Secretary. 

NATIONAL TUBERCULOSIS AssocIATION, Hotel Schroeder, Milwaukee, May 
23-27. Dr. James E. Perkins, 1790 Broadway, New York 19, Managing 
Director. 

NoRTH AMERICAN INTERNATIONAL SOCIETY OF ANGIOLOGY, Cha'- 
fonte-Haddon Hall, Atlantic City, N. J., June 4. Dr. Henry Haimoyici, 
105 East 90th St., New York 28, Secretary. 

Rocky MOUNTAIN CANCER CONFERENCE, Shirley-Savoy Hotel, Denver, July 
13-14. Dr. Frederick H. Brandenburg, 835 Republic Bldg., Denver 2, 
Chairman, 

SOCIETY OF BIOLOGICAL PsyCHIATRY, Palmer House, Chicago, June 11-12. 
Dr. George N. Thompson, 2010 Wilshire Blvd., Los Angeles 5, Secretary, 

SOCIETY FOR INVESTIGATIVE DERMATOLOGY, Ritz-Carlton Hotel, Atlantic 
City, N. J., June 4-5. Dr. Herman Beerman, 255 South 17th St, 
Philadelphia 3, Secretary. 

Society FOR PErDIATRIC RESEARCH, Chateau Frontenac, Quebec, Canada, 
June 15-18, Dr. Sydney S. Gellis, 330 Brookline Ave., Boston 15, Sec- 
retary. 

SOCIETY FOR VASCULAR SurGERY, Atlantic City, N. J., June 5. Dr. George 
D. Lilly, 333 Ingraham Bldg., Miami 32, Fla., Secretary. 

SouTH Dakota State MepicaL Association, Lawler Hotel, Mitchell, May 
21-24. Dr. G. I. W. Cottam, 300 First National Bank Bidg., Sioux 
Falls, Secretary. 

SYMPOSIUM FOR GENERAL PRACTITIONERS ON TUBERCULOSIS AND OTHER 
CHRONIC PULMONARY DISEASES, Saranac Lake, N. Y., July 11-15. Dr. 
Richard P. Bellaire, P. O. Box 2, Saranac Lake, N. Y., General Chair- 
man, 

THE ENpbocrine Society, Chalfonte-Haddon Hall, Atlantic City, N. J., 
June 2-4. Dr. Henry H. Turner, 1200 N. Walker St., Oklahoma City 3, 
Secretary. 

Upper Peninsuta MepicaL Society, Gateway Hotel, Land O’Lakes, Wis., 
June 17-18. Dr. William H. Wacek, Box 680, Ironwood, Mich., Sec- 
retary. 

WoOMAN’S AUXILIARY TO THE AMERICAN MEDICAL ASSOCIATION, Haddon 
Hall, Atlantic City, N. J., June 6-10. Miss Margaret Wolfe, 535 N 
Dearborn St., Chicago 10, Executive Secretary. 

WYOMING STATE MEDICAL Society, Hotel Connor, Laramie, June 12-15. 
Mr. Arthur R. Abbey, Box 2036, Cheyenne, Executive Secretary, 


FOREIGN AND INTERNATIONAL 

AUSTRALASIAN MEDICAL CONGRESS, Sydney, N.S.W., Australia, Aug. 20-27. 
For information write: Federal Council of the B.M.A. in Australia, 135 
Macquaire St., Syndey, N.S.W., Australia. 

BRITISH MEDICAL ASSOCIATION, Representative Meeting, London, England, 
June 1-4. Dr. A. Macrae, B.M.A. House, Tavistock Square, London, 
W.C.1, England, Secretary. 

CANADIAN AND BrITISH MEDICAL ASSOCIATIONS, Joint Meeting, Toronto, 
Canada, June 20-22. Dr. Arthur D. Kelly, 244 St. George St., Toronto, 
Canada, General Secretary. 
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COMMONWEALTH HFALTH AND TUBERCULOSIS CONFERENCE, Royal Festival 
Hall, London, England, June 21-25, Mr. J. H. Harley Williams, Tavistock 
House North, Tavistock Square, London, W.C.1, England, Secretary 
General. 

CONGRESS OF INTERNATIONAL ASSOCIATION OF APPLIED PsycHoLtoGy, Lon- 
don, England, July 18-23. Dr. C. B. Frisby, National Institute of Indus- 
trial Psychology, 14 Welbeck St., London, W.1, England, Presicent. 

CONGRESS OF INTERNATIONAL ASSOCIATION OF PSYCHOTECHNOLOGY, London, 
England, July 18-23. For information write: Dr. C. B. Frisby, Director, 
National Institute of Industrial Psychology, 14 Welbeck St., London, 
W.1, Engiand. 

CONGRESS OF THE INTERNATIONAL ASSOCIATION FOR THE STUDY OF THE 
Broncut, Stockholm, Sweden, June 18-19. For information write: Dr. 
J. M. Lemoine, 187 boulevard St. Germain, Paris 7°, France. 

CONGRESS OF INTERNATIONAL DIABETES Fepreration, Cambridge, England, 
July 4-8. Mr. James G. L. Jackson, 152 Harley St, London, W.1, Eng- 
land, Executive Secretary General. 

CONGRESS OF INTERNATIONAL SocIETY OF SURGERY, Copenhagen, Denmark, 
July 23-29. Dr. L. Dejardin, 141 rue Belliard, Brussels, Belgium, General 
Secretary. 

EUROPEAN CONGRESS ON RHEUMATISM, Scheveningen, The Hague, Nether- 
lands, June 13-17. Dr. H. van Swaay, Pieter Bothstraat 12, The Hague, 
Netherlands, Secretary. 

INTERNATIONAL ACADEMY OF LFGAL AND SoctaL Mepicine, Plenary Con- 
ference, Genes, Italy, Oct. 13-17. Prof. Domenico Macaggi, Institut de 
Medicine legale, Universite de Genes, Genes, Italy, President. 

INTERNATIONAL ANATOMICAL CONGRESS, Paris. France, July 25-30. Prof. Gas- 
ton Cordier, 45, rue des Saints-Péres, Paris 6°, France, Secretary General. 

INTERNATIONAL CONGRESS OF ALLERGOLOGY, Rio de Janeiro, Brazil, S. A., 
Noy. 6-13. Dr. Bernard N. Halpern, 197 boulevard St. Germain, Paris 
7°, France, Secretary General. 

INTERNATIONAL CONGRESS OF ANGIOLOGY AND HISTOPATHOLOGY, Fribourg, 
Switzerland, Sept. 2-5. For information write: Dr, Gerson, 4 rue Pasquier, 
Paris France. 

INTERNATIONAL CONGRESS OF BrocHEeMIsTRY, Brussels, Belgium, Aug. 1-6. 
Prof. C. Liebecq, 17 Place Delcour, Liége, Belgium, Secretary General. 

INTERNATIONAL CONGRESS OF COMPARATIVE PATHOLOGY, Lausanne, Switzer- 
land, May 26-31. Professcr Hauduroy, 19 rue Cesar Roux, Lausanne, 
Switzerland, Secretary General. 

INTERNATIONAL CONGRESS OF CRIMINOLOGY, London, England, Sept. 11-18. 
For information write: Dr. Carroll, 28 Weymouth St., London, W.1, 
England. 

INTERNATIONAL CONGRESS OF EUROPEAN SOCIETY OF HAEMATOLOGY, Freiburg 
i,br., Germany, Sept. 20-24. Prof. Dr. L. Heilmeyer, Hugstetter Strasse 
55, Freiburg i,Br., Germany, Chairman. 

JNITRNATIONAL CONGRESS OF LIBRARIANSHIP AND DOCUMENTATION, Brussels, 
Belgium, Sept. 11-18. For information write: Dr. A. C. Breycha-Vauthier, 
Librarian, United Nations, Geneva, Switzerland. 

INTERNATIONAL CONGRESS OF MILITARY MEDICINE AND PHARMACY, Istanbul, 
Turkey, Aug. 28-Sept. 1. Dr. J. Voncken, Internat‘onal Committee of 
Military Medicine and Pharmacy, 79 rue Saint Laurent, Leige, Belgium, 
Secretary-General. 

INTERNATIONAL CONGRESS OF NEUROPATHOLOGY, London, England, Sept. 
12-17. Dr. W. H. McMenemey Maida Vaie Hospital for Nervous Dis- 
eases, London, W.9, England, Secretary. 

INTERNATIONAL CONGRESS OF PLASTIC SURGERY, Stockholm, Sweden, Aug. 
1-4, and Uppsala, Sweden, Aug. 5. Dr. Tord Skoog, Uppsala, Sweden, 
General Secretary. 

INTERNATIONAL CONGRESS ON UriINARY LitTHIAsIS, Evian, France, Sept. 2-4, 
Mr. Rossollin-Grandville, Direction Cachet, Evian (Hte-Savoie), France, 
Secretary General. 

INTERNATIONAL GENERAL Mepicat CONGRESS, University of Rosario Med- 
ical College, Rosario, Argentina, §. A., Nov. 7-12. Dean Jose Imhoff, 
Santa Fé 3100, Rosario, Argentina, S. A., Chairman. 

INTERNATIONAL HospitaL ConGress, Lucerne, Switzerland, May 29-June 3. 
Capt. J. E. Stone, International Hospital Federation, 10 Old Jewry, 
London, E.C.2, Engiand, Hon. Secretary. 

INTERNATIONAL MeEpicaL CONGRESS, Verona, Italy, Sept. 1-4. For informa- 
tion write: c/o Offices of the International Verona Fair, Piazza Bra., 
Verona, Italy. 

INTERNATIONAL OFFICE OF DOCUMENTATION OF MILITARY MEDICINE, Istan- 
bul, Turkey, Aug. 28-Sept. 1. Dr. J. Voncken, 79 rue Saint Laurent, 
Liege, Belgium, Secretary-General. 

INTERNATIONAL SOCIETY FOR THE STUDY OF BIOLOGICAL RHYTHMS, Stock- 
holm, Sweden, Sept. 15-17. For information write: Prof. Ture Petrén, 
Karolinska Institutet, Stockholm 60, Sweden, 

INTERNATIONAL SURGICAL CONGRESS, Geneva, Switzerland, May 23-26. Dr. 
Max Thorek, 1516 Lake Shore Drive, Chicago, Illinois, U. S. A., Secre- 
tary General. 

INTERNATIONAL SYNDICATE OF GYNECOLOGISTS AND OBSTETRICIANS, Meeting 
Hall of Medical Societies, Paris, France, June 27-28. Dr. Jacques Cour- 
tois, 1, rue Racine, Saint-Germain-en-Laye (S & QO), France, Secretary 
General. 

INTERNATIONAL VITAMIN E ConGress, Cini Foundation, Island of San 
Giorgio Maggiore, Venice, Italy, Sept. 5-8. Prof. Emilio Raverdino, 
via Pietro Verri 4, Milano, Italy, Secretary. 

IRisH MEDICAL ASSOCIATION, Trinity College, Dublin, Ireland, July 4-8. 
Dr. P. J, Delaney, 10 Fitzwilliam Place, Dublin, Ireland, Secretary. 
NEURORADIOLOGIC SyMPOSIUM, London, England, Sept. 13-17. Dr. R. D. 
Hoare, National Hospital, Queen Square, London, W.C.1, England, 

Secretary, 


J.A.M.A., May 21, 1955 


PAN AMERICAN CONGRESS OF OPHTHALMOLOGY, Santiago, Chile, S. A., Jan. 
9-14, 1956. Dr. Rene Contardo, Huerfanos 930, Of. 74, Santiago, Chile, 
Secretary General. 

PAN AMERICAN CONGRESS ON RHEUMATIC Diseases, Rio de Janeiro and 
Sao Paulo, Brazil, S. A., Aug. 14-20. For information write: Dr. 
Waldemar Bianchi, 126 Avenida Franklin D. Roosevelt, Rio de Janeiro, 
Brazil, S. A. 

VENEZUELAN CONGRESS OF MepIcaAL Sciences, Caracas, Venezuela, S. A. 
Nov. 18-26. Dr. A. L. Briceno Rossi, Apartado 4412, Ofic. del Este 
Caracas, Venezuela, S. A., Secretary General. 

Wor! D CONGRESS OF ANESTHESIOLOGISTS, Scheveningen, Netherlands, Sept. 
5-10. For information write: Mr. W. A. Fentener van Vlissingen, Noord- 
Houdringelaan, 24, Bilthoven, Netherlands. 

Wortp CoNnGress ON FERTILITY AND StertLtty, Naples, Italy, May 18-26, 
1956. For information address: Prof. G. Tesauro, 8S. Andrea della Dame, 
19, Naples, Italy. 

WoRLD FEDERATION FOR MENTAL HEALTH, Istanbul, Turkey, Aug. 21. For 
information write; Miss E. M. Thornton, 19 Manchester St., London, 
W.1, England. 

Wortpd Mepicat Associarion, Vienna, Austria, Sept. 20-26. Dr. Louis H. 
Bauer, 345 East 46th St., New York 17, N. Y., U. A., Secretary 
General. 


EXAMINATIONS 
AND LICENSURE 


BOARDS OF MEDICAL EXAMINERS 

ALABAMA: Examination, Montgomery, June 21-23. Sec., Dr. D. G. Gill, 
537 Dexter Ave., Montgomery 4. 

ARIZONA:* Examination. Phoenix, July 13-15. Reciprocity. Phoenix, July 
16. Sec., Dr. M. R. Richter, 2910 N. 7th Ave., Phoenix. 

ARKANSAS:* Examination, Litte Rock, June 9-10. Sec., Dr. Joe Verser, 
Harrisburg. 

CALIFORNIA: Written. San Francisco, June 20-23; Los Angeles, Aug. 22-25; 
and Sacramento, Oct. 17-20. Oral and Clinical Examinations for Foreien 
Medical School Graduates. San Francisco, June 19; Los Angeles, Aug. 
21; and San Francisco, Nov. 13. Oral Examination for Reciprocity Appli- 
cations, San Francisco, June 18; Los Angeles, Aug. 20; and San Fran- 
cisco, Nov. 12. Sec., Dr. Louis E. Jones, Room 536, 1020 N Street, 
Sacramento. 

Cororapo:* Examination. Denver, June 14-15. Final date for filing appli- 
cations was May 13. Reciprocity. Denver, July 12. Final date for filing 
application is June 13. Exec. Sec., Miss Beulah H. Hudgens, 831 Repub- 
lic Bldg., Denver 

ConNeEcTICUT:* Regular. Hartford, July 12-14. Sec., Dr. Creighton Barker, 
160 St. Ronan St., New Haven. Homeonathic. Derby, July 12-13. Sec., 
Dr. Donald A. Davis, 38 Elizabeth St., Derby. 

De_aware: Examination. Dover, July 12-14. Endorsement. Dover, July 21, 
Final date for filing applications is June 15. Sec., Dr. Joseph S, 
McDaniel, Dover. 

Froripa:* Examination. Jacksonville, June 26-28. Sec., Dr. Homer L, 
Pearson, 901 N.W. 17th St... Miami. 

GEORGIA: Examination, Atlanta and Augusta, June 7-8. Reciprocity. June 9, 
Sec., Mr. R. C. Coleman, 111 State Capitol, Atlanta. 

Ipano: Examination and Reciprocity. Boise, July 11-13. Ex. Sec., Mr. 
Armand L. Bird, 364 Sonna Bldg., Boise. 

Iutinois: Examination and Recinrocity. Chicago, June 21-23. Supt. of 
Registration, Mr. Fredric B. Selcke, State House, Springfield. 

INDIANA: Examination. Indianapo:is, June 21-23. Exec. Sec., Miss Ruth V. 
Kirk, 538 K_ of P. Building, Indianapolis. 

lowa:* Examination. lowa City, June 13-15. Exec. Sec., Mr. Ronald V. 
Saf, State Office Bldg., Des Moines. 

Kansas: Examination and Endorsement. Kansas City, June 8-9. Sec., 
Dr. O M. Davidson, 872 New Brotherhood Bldg., Kansas City. 

KENTUCKY: Examination, Louisville, June 6-8. Asst. Sec., Mr. Raymond F, 
Dixon, 620 S. 3rd St., Louisville. 

Lourstana: Regular. Examination and Reciprocity. New Orleans, June 2-4. 
Sec., Dr. Edwin H. Lawson, 930 Hibernia Bank Bldg., New Orleans. 
Homeopathic. Examination and Reciprocity. Subject to Call. Sec., Dr. 
F. H. Hardenstein, 903 Pere Marquette Bldg., New Orleans 12. 

Matne: Examination and Reciprocity. Augusta, July 12-13. Sec., Dr. Adam 
P. Leighton, 192 State St., Portland. 

MaAryLAND: Regular Examination. Baltimore, June 21-24. Sec., Dr. Lewis 
P. Gundry, 1215 Cathedral St., Baltimore 18. Homeopathic Examination. 
Written. Baltimore, June 20-22. Sec., Dr. Robert H. Reddick, Eastern 
Shore State Hospital, Cambridge. 

MASSACHUSETTS: Examination. Boston, July 12-15. Sec., Dr. Robert C. 
Cochrane, Room 37, State House, Boston. 

MICHIGAN:* Examination. Ann Arbor and Detroit, June 8-10. Sec., Dr. 
J. Earl McIntyre, 118 Stevens T. Mason Bldg., Lansing 8. 

MINNESOTA:” Examination. Minneapolis, June 14-16. Sec., Dr. F. H. 
Magney, 230 Lowry Medical Arts Bldg., St. Paul 2. 

Mississippe!: Examination and Reciprocity. Jackson, June 27-29. Asst. Sec., 
Dr. R. N. Whitfield, State Board of Health, Jackson. 

Missour!: Examination. St. Louis, June 1-2. Reciprocity. St. Louis, June 5. 
Sec., Mr. John A. Hailey, P. O. Box 4, Jefferson City. 

Montana: Examination and Reciprocity. Helena, Oct. 4-5. Sec., Dr. 
Sidney A. Cooney, 7 West 6th Ave., Helena. 
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NEBRASKA:* Examination. Omaha, June. Director, Bureau of Examining 
Boards, Mr. Husted K. Watson, State Capitol Bldg., Room 1009, Lincoln 9. 

NEVADA:* Examination and Reciprocity, Reno, July 5. Sec., Dr. G. H. 
Ross, 112 N. Curry St., Carson City. 

New HampsuHire: Examination and Reciprocity. Concord, Sept. 14. Sec., 
Dr. John S. Wheeler, 107 State House, Concord. 

New Mexico:* Examination and Reciprocity. Santa Fe, Nov. 21-22. Sec., 
Dr. R. C. Derbyshire, 227 E. Palace Ave., Santa Fe. 

New York: Examination. Albany, Buffalo, Syracuse and New York City. 
Sec., Dr. Stiles D. Ezell, 23 S. Pearl St., Albany 7. 

NortH CarOLtIna: Examination. Raleigh, June 20-23. Reciprocity. Pine- 
hurst, May 2, Blowing Rock, July 29. Sec., Dr. Joseph J. Combs, 716 
Professional Building, Raleigh. 

NorTH DaAkOTA: Examination. Grand Forks, July 6-8. Reciprocity. Grand 
Forks, July 9. Sec., Dr. C. J. Glaspel, Grafton. 

Onto: Written. Columbus, June 13-15. Sec., Dr. H. M. Platter, 21 W. 
Broad St., Columbus 15. 

OKLAHOMA:* Examination, Oklahoma City, June 7-8. Sec., Dr. C. Gal- 
lagher, 813 Braniff Bldg., Oklahoma City. 

OrREGON:* Examination and Reciprocity. Portland, July 7-9. Exec. Sec., 
Mr. Howard I. Bobbitt, 609 Failing Bldg., Portland 4. 

PENNSYLVANIA: F.amination. Philadelphia and Pittsburgh, June 27-29. 
Acting Sec., Mrs. Marguerite G. Steiner, Box 911, Harrisburg. 

Ruope Istanp:* Examination. Providence, July 7-8. Administrator of 
Professional Regulation, Mr. Thomas B. Casey, 366 State Office Bldg.., 
Providence. 

South Caroutna: Examination. Columbia, June 27-29. Reciprocity. Charles- 
ton, May 10. Sec., Mr. N. B. Heyward, 1329 Blanding St., Columbia. 


Texas:* Examination and Reciprocity. Fort Worth, June 20-22. Sec., Dr. 
M. H. Crabb, 1714 Medical Arts Bldg., Fort Worth 2, 

Uran: Reciprocity. Salt Lake City, June 21. Examination. Salt Lake City, 
July 6-8. Director of Registration, Mr. Frank E. Lees, 324 State Capitol 
Bldg., Salt Lake City. 

VERMONT: Examination and Endorsement. Burlington, June 15-17. Sec., 
Dr. F. J. Lawliss, Richford. 

VIRGINIA: Examination. Richmond, June 16-18. Reciprocity. Richmond, 
June 15. Address: The Secretary, 631 First St., S.W., Roanoke. 

WASHINGION:* Examination and Reciprocity. Seattle, July 10-13. Sec., 
Mr. Edward C. Dohm, Capito! Bidg., Olympia. 

ViRGINIA: Examination and Reciprocity. Charleston, July 11-12. 
Sec., Dr. N. H. Dyer, State Office Bldg., No. 5, Charleston. 

WISCONSIN:* Examination and Endorsement. Milwaukee, July 12-14. Sec., 
Dr. Thomas W. Tormey, 1140 State Office Bldg., Madison 2. 

WYOMING: Examination and Reciprocity. Cheyenne, June 6. Sec., Dr. 
Franklin D. Yoder, State Office Bidg., Cheyenne. 

ALASKA:* On application. Sec., Dr. W. M. Whitehead, 172 South Franklin 
St., Juneau. 

GuaM. The Commission on Licensure will meet whenever a candidate 
appears or submits his credentials. Sec., Dr, John E. Kennedy, Agana. 
Hawau: Examination. Honolulu, July 11-14. Sec., Dr. I. L. Tilden, 1020 

Kapiolani St., Honolulu. 

VIRGIN IstaANDS: Examination and Reciprocity. St. Thomas, June 8-9, Sec., 

Dr. Earle M. Rice, St. Thomas. 


BOARDS OF EXAMINERS IN THE BASIC SCIENCES 

ArIZONA: Examination. Tucson, June 21. Sec., Mr. Herbert D. Rhodes, 
University of Arizona, Tucson. 

Co.LorApo: Examination. Denver, Sept. 14-15. Sec., Dr. Esiher B. Starks, 
1459 Ogden St., Denver 18. 

CONNECTICUT: Examination. New Haven, June 11. Address: State Board of 
Healing Arts, 258 Bradley St., New Haven 10. 

lowa: Examination. Des Moines, July 12. Sec., Dr. Ben H. Peterson, Coe 
College, Cedar Rapids. 

MICHIGAN: Examination and Endorsement. Detroit and Ann Arbor, Oct. 
14-15. Sec., Mrs. Anne Baker, 410 W. Michigan Ave., Lansing 15. 

MINNESOTA: Examination. Minneapolis, June 7-8. Sec., Dr. Raymond N. 
Bieter, 105 Millard Hall, University of Minnesota, Minneapolis. 

NEVADA: Examination. Reno, July §, Sec., Dr. Donald G. Cooney, Box 
9005, University Station, Reno. 

New Mexico: Examination. Santa Fe, July 17. Sec., Mrs. Marguerite 
Cantrell, Box 1522, Santa Fe. 

OKLAHOMA: Examination. Oklahoma City, August 26-27. Sec., Dr. Clinton 
Gallaher, 813 Braniff Bldg., Oklahoma City. 

OrEGON: Examination, Portland, June 4, Sept. 10, and Dec. 3. Sec., Mr. 
Charles D. Byrne, State Board of Higher Education, Eugene. 

SouTH Dakota: Examination. Vermillion, June 10-11. Sec., Dr. Gregg M. 
Evans, 310 E. 15th St., Yankton. 

TENNESSEE: Examination. Memphis, July 6-7. Sec., Dr. O. W. Hyman, 
874 Union Ave., Memphis. 

Texas: Examination, Various cities to be determined by number of appli- 
cants from the various areas, October. Sec., Brother Raphael Wilson, 
407 Perry-Brooks Bldg., Austin. 

WASHINGTON: Examination. Seattle, July 6-7. Sec., Mr. Edward C, Dohm, 
Capitol Bidg., Olympia. 

WISCONSIN: Examination. Milwaukee, May 14, Madison, Sept. 23. Sec., 
Mr. William H. Barger, 621 Ransom St., Ripon. 

ALASKA: On application. Juneau or other towns in Territory as decided 
by Board. Reciprocity. On application. Sec., Dr. C. Earl Albrecht, 
Box 1931, Juneau. 


*Basic Science Certificate required. 
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MAGAZINE-TELEVISION REPORT 


The following list of current medical articles in mass-circula- 
tion magazines and forthcoming network television programs on 
medical subjects is published each week only for the informa- 
tion of readers of Tue JouRNAL. Unless specifically stated, the 
American Medical Association neither approves nor disapproves 
of the articles and programs reported. 


TELEVISION 
Monday, May 23 
NBC-TV, 9 p. m. EDT. “Medic” tel!s of a retarded child 
and the emotional problem that faces not only her but 
also her family, in a story called “Never Come Sunday.” 


MAGAZINES 
Redbook, May, 1°55 
“How Much Disease Can Be Inherited?” by Ruth and 
Edward Brecher 
The authors show how specialists in human genetics help 
young adults considering marriage and married couples 
planning to have children. Includes list of “major heredity 
clinics and genetic counseling centers in the United States 
and Canada.” 
Seventeen, May, 1955 
“You Can Have a Clear Skin” 


General information on what teenagers should do to have 
clear skin. Recommends seeing family physician in severe 
cases. The article mentions several methods of treatment 
that might be recommended by the physician. 
Changing Times, May, 1955 
“What’s a Nervous Breakdown, Anyhow?” 
Answering the question posed in the title, the article says: 
“A nervous breakdown is nature’s way of calling time-out. 
A sort of moratorium in the midst of a battle with over- 


powering problems, it is one of the most curable ailments 
known to doctors.” 


Life, May 9, 1955 
“A Stricken Man and His Heart,” by Robert Wallace 
Written in narrative form, this essay describes in vivid 
detail the experiences of a New York commuter who has 
a heart attack on a train and is taken to a local hospital. 
Parade, May 22, 1955 
“Our Shocking Ignorance of First Aid,” by Robert P. Gold- 
man 
“. . . despite the tireless efforts of the Red Cross and other 
agencies, lives still are lost and injuries complicated be- 
cause too many people do not know the fundamentals of 
first aid, or apply what they do know incorrectly.” Using 
this as an introduction, other first aid suggestions “draw- 
ing from the Red Cross and other sources” are offered. 
The American Weekly, May 22, 1955 
“Good-bye to Scars,” by Marian and Harold Wolfson 
A report on “corrective surgical planing,” developed by 
New York dermatologist, Dr. Abner Kurtin, for removing 
facial blemishes. 
Look, May 31, 1955 
“Psychiatrist on the Spot,” by Gereon Zimmermann 
How Dr. Margaret Elaine Morgan is reorganizing Indiana’s 
mental health program as the state’s first commissioner of 
mental health. 
Woman’s Home Companion, June, 1955 
“A Specialist Talks About Cancer and Woman’s Sex,” by 
Emerson Day, M.D. 
The director of New York’s Strang Cancer Prevention 
Clinic answers a series of specific questions on the relation 
between womanhood and cancer. 


| 
SoutH Dakota:* Examination and Reciprocity. Rapid City, July 19-20. 
Exec. Sec., Mr. John C, Foster, 300 First National Bank Bldg., Sioux 
Falls. 
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DEATHS 


Wilcox, Herbert Budington * Orford, N. H.: born in Brooklyn, 
N. Y.. July 1, 1874; Columbia University College of Physicians 
and Surgeons, New York City, 1902; specialist certified by the 
American Board of Pediatrics: professor emeritus of pediatrics 
at his alma mater. where from 1904 to 1920 he was associate 
in pediatrics and Carpentier professor of diseases of children 
from 1921 to 1931, when he became professer of diseases of 
children; formerly director, vice-president, and a trustee of the 
New York Academy of Medicine: formerly on the advisory 
boards of the New York Milk Committee and the New York 
Maternity Center Association, a trustee of the American Child 
Health Association and a member of the board of censors of 
the Medical Society of the State of New York: past president 
of the American Pediatric Society; an associate member of the 
American Medical Association; a medical officer in the U. S. 
Army during World War I; active in mobilizing physicians for 
civil defense in World War II; for many years practiced in 
New York City, where he was successively adjunct assisting 
attending physician at Bellevue Hospital, assistant attending 
physician, and attending physician of Bellevue’s children’s 
medical division and the director of that division: also served 
as physician to the Vanderbilt Clinic, attending physician at the 
Manhattan Eye, Ear and Throat Hospital. physician in chief at 
Bobies Hosnital, and attending pediatrician, New York Neuro- 
logical Institute; other posts held by him included those of 
censulting pediatrician at Booth Memorial Hospital. Buffalo, 
New Rochelle (N. Y.) Hospital, Sloane, Presbyterian, and Man- 
hattan Eye, Ear and Throat hospitals in New York City, the 
Warwick (N. Y.) State Home for Delinquent Boys. and the 
Summit (N. J.) Orphans’ Home; died in Lake Charles, La., 
Feb. 1, aged 80, of myocardial infarction. 


Shelton, Eberle Kost *# Los Angeles: born in Bloomfield, lowa, 
May 19, 1888: University of Colorado School of Medicine. 
Denver, 1911; formerly associate clinical professor of medicine 
at the University of Southern California School of Medicine: 
later clinical professor of medicine at the University of California 
College of Medicine; past president of the San Luis Valley 
Medical Society and the Santa Barbara County Medical Society: 
member of the Association for the Study of Internal Secretions, 
of which he was formerly secretary-treasurer and later president, 
and the American Psychosomatic Society; specialist certified by 
the American Board of Internal Medicine; fellow of the Ameri- 
can College of Physicians: on the consulting staff of St. John’s 
Hespital in Santa Monica: director of the endocrine clinic and 
member of the attending staff of the Los Angeles County General 
Hospital: consulting physician (endocrinology) Harbor General 
Hospital, Torrance; joint author of a chapter on the “Pituitary 
Gland” in volume & of Tice’s “Practice of Medicine”; in 1944 
was the recipient of the honorary degree of doctor of science 
from his alma mater; died in Santa Monica Feb. 22, aged 66. 
of diverticulitis. 


Salmond, Paul Hammersley # Gulfport, Miss.: born in Glas- 
gow, Scotland, Sept. 17, 1884; University of Manitoba Faculty 
of Medicine, Winnipeg, Canada, 1920; specialist certified 
by the American Board of Psychiatry and Neurology; mem- 
ber of the American Psychiatric Association; during World 
War I served as a captain in the quartermaster corps in the 
Canadian Expeditionary Force in England and France; psychi- 
atrist for the Armed Forces Induction Board from 1942 to 1944; 
formerly on the faculty of Baylor University College of Medi- 
cine and Southwestern Medical College in Dallas, Texas: from 
1940 to 1942 clinical director at the Richmond (Ind.) State Hos- 
pital and director of the psychiatric division, Parkland Hospital 
in Dallas, Texas, from 1942 to 1944; on the staff of the Veterans 
Administration Hospital, where he died Feb. 28, aged 70, of 
coronary disease. 


# Indicates Member of the American Medical Association. 


Allen, Henry Clement ® Gowanda, N. Y.: born in Durango, 
Colo., Sept. 3, 1890; University of Michigan Homeopathic 
Medical School, Ann Arbor, 1916; past president of the Cat- 
tauraugus County Medical Society; member of the Maternity, 
Infancy and Child Hygiene Society since its inception, and 
chairman for many years; assistant health commissioner of 
Cattaraugus County; for many years health officer of Gowanda; 
since 1922 surgeon for the Erie Railroad; for 24 years member 
of the board of education, serving as president for nine years; 
school physician; served during World War I; on the staff of 
the Tri-County Memorial Hospital; a director of the Gowanda 
Savings & Loan Association; died March 9, aged 64, of cerebral 
hemorrhage. 


Huffman, Ira E., Tucson, Ariz.: born in Versailles, Ind., in 1870; 
Drake University Medical Department, Des Moines, Iowa, 1901; 
past president of the Arizona State Medical Society, Pima 
County Medical Society, and the Arizona Board of Medical Ex- 
aminers: formerly a member of the state board of health; for 
two terms mayor; served Overseas during World War |; for many 
years acting assistant surgeon for the U. S. Public Health Serv- 
ice; formerly medical director of the University of Arizona: 
associated with St. Mary’s Hospital and Sanatorium; died in 
the Veterans Administration Hospital Feb. 18, aged 84, of 
arteriosclerosis and diabetes mellitus. 


Creed, Charles Harry, Athens, Ohio: born in Lancaster, Ohio, 
April 4, 1885; Starling-Ohio Medical College, Columbus, 1911: 
life member of the American Psychiatric Association: past 
president of the Athens County Medical Society; served during 
World War I; formerly on the staff of the Gallipolis (Ohio) State 
Institute: for 12 years assistant superintendent of the Columbus 
State Hospital; for 23 years superintendent of the Athens State 
Hospital; at one time head of the bureau of examination and 
classification at the Ohio State Penitentiary in Columbus; in 
1939 president of the Athens Rotary Club; died Feb. 24, aged 
69, of coronary artery disease. 


Almquest, Benjamin Rudolph * Pittsburgh; University of Pitts- 
burgh School of Medicine, 1910; member of the American 
Urological Association; an associate member of the American 
Medical Association; on the staff of St. Margaret's Hospital, 
where he died March 18, aged 75, 

Austin, Thomas Collins, Santa Barbara, Calif.; Medical Depart- 
ment of Tulane University of Louisiana, New Orleans, 1909; 
specialist certified by the American Board of Ophthalmology 
and the American Board of Otolaryngology; fellow of the 
American College of Surgeons; served overseas during World 
War |; for many years practiced in Pasadena, where he was on 
the senior eye staff of Collis P. and Howard Huntington 
Memorial Hospital; died in Los Angeles March 15, aged 74, of 
pneumonia. 

Azevedo, Manuel Leal © Sacramento, Calif.; Stanford Univer- 
sity School of Medicine, San Francisco, 1921; past president 
of the Sacramento County Medical Society; on the staffs of the 
Mercy and Sutter hospitals; died March 27, aged 68, of coronary 
heart disease. 

Baskerville, Robert J., North Miami, Fla.; Detroit College of 
Medicine, 1902; died Feb. 25, aged 85, of congestive heart 
failure. 

Blackshaw, Joseph B. * Sebastopol, Calif.; Hahnemann Medical 
College of the Pacific, San Francisco, 1911; an associate member 
of the American Medical Association; died Feb. 17, aged 75, 
of carcinoma of the sigmoid. 

Butterfield, Donald LeRoy * Dalton, Ga.; University of Cincin- 
nati College of Medicine, 1930; commissioner of health of 
Whitfield-Dalton and Chatsworth-Murray health departments; 
for nine years health officer for the Burke-Screven-Jenkins 
Counties Health Department; served overseas during World 
War Il: died March 22, aged S51. 
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Carroll, William Comaford * St. Paul; University of Minnesota 
College of Medicine and Surgery, Minneapolis, 1912; took post- 
graduate work at Mayo Clinic in Rochester, Minn.; fellow of 
the American College of Surgeons; past president of St. Paul 
Surgical Society; on the staffs of St. Joseph’s Hospital, Miller 
Hospital, and Gillette State Hospital for Crippled Children; in 
1936 named president of the St. Thomas Alumni Association; 
died March 18, aged 65, of coronary thrombosis. 


Chittum, Jason D. *® Sorento, Ill: Keokuk (lowa) Medical 
College, 1891; on the staff of St. Francis Hospital in Litchfield 
and the Hillsboro (IIl.) Hospital; died in Burlington (lowa) 
Hospital March 25, aged 93, of a fractured femur as the result 
of a fall, bronchopneumonia, and cerebral hemorrhage. 


Cripps, Percy Comfort, Fort Lauderdale, Fla.; Baltimore 
Medical College 1907; formerly practiced in Buffalo, N. Y.; died 
Feb. 11, aged 72. 

Davis, Bradford Monrow, New Tazewell, Tenn.; University of 
Tennessee Medical Department, Nashville, 1892; died March 5, 
aged 88, of pneumonia. 


DelInnocentes, Louis, New York City: Long Island College 
Hospital, Brooklyn, 1925; member of the Medical Society of 
the State of New York; on the staff of the New York Polyclinic 
Hospital, where he died March 19, aged 54, of carcinoma of 
the neck. 


Dotson, Lon W., Hernando, Miss. (licensed in Mississippi in 
1906); died in the Methodist Hospital, Memphis, Tenn., March 
27, aged 73. 


Edeiken, Louis ® Philadelphia: Medico-Chirurgical College of 
Philadelphia, 1914; associate in radiology at the University of 
Pennsylvania Graduate School of Medicine; specialist certified 
by the American Board of Radiology; member of the American 
Roentgen Ray Society and the American College of Radiology: 
attending chief of radiology at the Einstein Center, Southern 
Division; on the staff of Mount Sinai Hospital; died April 11, 
aged 61, of cerebral thrombosis. 


England, John Tillman ® Mobile, Ala.; Medical College of 
Alabama, Mobile, 1899; died in the Providence Hospital Feb. 22, 
aged 80, of hypostatic pneumonia, 


Evans, Sidney Saurin ® Memphis, Tenn.; University of Ten- 
nessee College of Medicine, Memphis, 1916; specialist certified 
by the American Board of Otolaryngology; member of the 
American Academy of Ophthalmology and Otolaryngology: 
served during World War I; consultant at the Baptist Memorial 
Hospital, where he died March 30, aged 64. 


Fancher, Frank Leslie, Racine, Wis.; Bennett College of 
Eclectic Medicine and Surgery, Chicago, 1885; died Feb. 22. 
aged 102, of heart failure. 

Fish, William Otto # Fillmore, Lll.; St. Louis University School 
of Medicine, 1911; on the staff of Hillsboro (III.) Hospital and 
St. Francis Hospital in Litchfield; died March 28, aged 73, of a 
heart attack. 

Fleming, James M., Mount Vernon, Texas; Vanderbilt Univer- 
sity School of Medicine, Nashville, Tenn., 1882; honorary 
director of the First National Bank of Mount Vernon, where he 
was president for 34 years and director for 54 years; died 
March 9, aged 96. 


Foltz, Clarence Burden * Vallejo, Calif.; Creighton University 
School of Medicine, Omaha, 1914; died Jan. 23, aged 69, of 
acute myocardial infarction. 

Fuller, R. C., Pittsburg, Ill; St. Louis College of Physicians and 
Surgeons, 1898; died in Marion, Ill., April 5, aged 83. 
Gallagher, John Francis # Delray Beach, Fla.; University of 
Louisville (Ky.) School of Medicine, 1933; served during World 
War Il; member of the Ohio State Medical Association; for- 
merly practiced in Steubenville, Ohio, where he was on the 
staffs of the Ohio Valley and Gill Memorial hospitals; died in 
St. Mary’s Hospital, West Palm Beach, March 29, aged 46. 
Gallaher, William Marshall # Shawnee, Okla.; Medical Depart- 
ment of Grant University, Chattanooga, Tenn., 1900; for many 
years president of the school board; on the staff of the Shawnee 
City Hospital; died April 2, aged 78, of heart disease. 
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Gamet, Joseph Hiram * Cedar Falls, lowa; Loyola University 
School of Medicine, Chicago, 1929; served during World War II; 
director of student health at lowa State Teachers College; died 
in St. Mary’s Hospital, Rochester, Minn., Feb. 17, aged 50, of 
coronary heart disease and carcinoma of the stomach. 


Haines, James Harris * Stillwater, Minn.; Rush Medical College, 
Chicago, 1895; died in the Anoka (Minn.) State Hospital Feb. 16, 
aged 82, of hypostatic pneumonia. 


Harrison, Frank Marcellus, La Porte, Texas: College of Physi- 
cians and Surgeons, Keokuk, lowa, 1878: died March 25, aged 
99, of arteriosclerotic heart disease. 

Helland, Gustav Marcellus # Spring Grove, Minn.: Milwaukee 
Medical College, 1908; died Dec. 8, 1954, aged 79, of a heart 
attack, 

Hibbs, Walter Adelbert, Seattle: Kansas Medical College, Medi- 
cal Department of Washburn College, Topeka, 1900; died in 
the Swedish Hospital March 17, aged 79, of myocardial 
infarction. 

Howland, Reuben Leo, Long Beach, Calif.; Albany (N. Y.) 
Medical College, 1897; died Feb. 20, aged 82, of coronary heart 
disease. 

Hutchins, Linda Krape Freeport, Northwestern Univer- 
sity Woman’s Medical School, Chicago, 1899; died Dec. 31, 
1954, aged 91, of cerebral hemorrhage. 

Ingram, Earle Hoopes, Philadelphia; Hahnemann Medical 
College and Hospital of Philadelphia, 1902; died April 3, aged 
73, of heart failure. 

Jabaut, Seward William ® Waynesville, N. C.; Medical College 
of Virginia, Richmond, 1931; served during World War I; for- 
merly health officer of Greenbrier County, with headquarters 
in Lewisburg; since June, 1954, director of public health of Hay- 
wood County; member of the West Virginia State Medical 
Association; died in Asheville April 18, aged 68, of a heart 
attack. 

Jacka, E. Russell ® Wichita, Kan.; Tulane University of Louisi- 
ana School of Medicine, New Orleans, 1931; served during 
World War II; on the staffs of Wichita-St. Joseph Hospital and 
the Wesley Hospital; died March 28, aged 48, of coronary 
thrombosis. 


Kahle, Albert Wesley, Houston, Texas; College of Physicians 
and Surgeons, Baltimore, 1883; died Feb. 12, aged 98, of 
artertosclerotic heart disease. 


Keller, Guy Charles ® Lakeland, Fla.; University of Michigan 
Department of Medicine and Surgery, Ann Arbor, 1904, 
member of the Michigan State Medical Society; formerly 
practiced in Hastings, Mich., where he was coroner of Barry 
County; died March 29, aged 78. 

Koss, Frank Robert, Mayview, Pa.; University of Michigan 
Medical School, Ann Arbor, 1934; member of the Medical 
Society of the State of Pennsylvania; served during World War 
ik; on the staff of the State Hospital; died March 16, aged 47, 
of coronary occlusion. 


Krakauer, Adolf # Cincinnati; Universitat Leipzig Medizinische 
Fakultit, Saxony, Germany, 1902; at one time on the staff of 
the Mount Sinai Hospital in New York City, assistant super- 
intendent of the State Hospital in Clarinda, lowa, and senior 
psychiatrist at the Massillon (Ohio) State Hospital; died in the 
Jewish Hospital March 23, aged 75, of thrombosis of the tliac 
artery. 

La Belle, Charles Francis Dunmo:>, Pa.: University of Pitts- 
burgh School of Medicine, 1928; served during World War II; 
on the staffs of the Mercy, Scranto. State, and Hahnemann 
hospitals in Scranton, where he died March 27, aged 53, of 
coronary thrombosis. 


LeMaster, Vernon Walker * Sidney, Ohio; University of Michi- 
gan Medical School, Ann Arbor, 1914; served overseas during 
World War I; for many years member of the county board of 
health; physician for County Children’s Home until his retire- 
ment a short time ago; on the staff of the Wilson Memorial 
Hospital; died March 17, aged 66, of myocardial infarction and 
diabetes mellitus. 
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FOREIGN LETTERS 


AUSTRIA 


Availability of Medical Facilities —At the meeting of the Society 
of Physicians in Vienna, Jan. 28, Dr. E. Brezina stated that the 
demand for physicians in Austria had increased in the course 
of the last decades and a stabilization was reached only in the 
last few years. In the hospitals the physicians have to work 
harder despite a relative increase in their number, because the 
turnover of patients has increased. The demand for physicians 
will continue to increase with the develonoment of scientific 
medicine. On the other hand the funds that are appropriated for 
physician's salaries are insufficient to provide a living wage for 
the number of physicians now employed and even less for the 
number that would be necessary to provide the optmum medical 
care for the population. This problem cannot be solved by the 
physicians themselves. 


New Toxoplasma Antigen.—At the same meeting Dr. O. Thal- 
hammer reported his results with the new antigen he has pre- 
pared for a complement fixation reaction and cutaneous test for 
toxoplasmosis. All the antigens that previously had been used 
were thermolabile aqueous extracts that had to be stored in a 
refrigerator, or better, a quick-freezing unit, and consequently it 
was difficult to transvort them. Each laboratory had to prepare 
its own antigens. As a result different values might be obtained, 
and a comparison of results obtained by different laboratories 
was difficult. The only stable antigen previously available. that 
of Westphal, was too weak to be of practical value. The new 
antigen was prepared by the dry-freezing method. The lyophilized 
antigen can be stored at room temperature and can be readily 
transported. It proved to be specific and sufficiently strong. For 
complement fixation a dilution of 1:800 and for the cutaneous 
test a dilution of 1:3,000 is used. Results conforming with those 
of the Sabin-Feldmann test were obtained from 89 of 100 
complement fixation reactions and from 56 of 58 (96%) cutane- 
ous tests. Positive results were obtained even in persons with a 
Sabin-Feldmann titer of 1:4; these with a negative titer had 
a negative reaction. The quality of the antigen did not change 
when it was stored for three months in the warm room of the 
clinic. If the antigen continues to prove reliable, it will permit 
standardization of the tests of different laboratories. 


Experiments Concerning Retention of Dust in the Lung.—At the 
same meeting Dr. H. Hayek said that only part of the inhaled 
dust, which after filtration by the air passages reaches the pul- 
monary alveoli, passes through the alveolar epithelium into the 
connective tissue spaces of the lung and is retained there. The 
amount of dust that passes through the epithelium varies with 
the condition of the epithelium. Since carbon dioxide favors 
such passage and oxygen inhibits it, it could be assumed by 
analogy that an acid pH favors and a basic pH inhibits it. 
Three guinea pigs were exposed to the inhalation of coal dust 
for two or three weeks. One of the animals was kept before and 
after the exposure to dust in a receptacle that had been sprayed 
with buffered isotonic sodium chloride solution with an acid pH 
of up to 6; one guinea pig was maintained at a pH of 8; and 
a control animal was placed in an unsprayed cage. Twelve 
replications were made, and it was found that an acid environ- 
ment favors a greater rete ition of dust, and an alkaline environ- 
ment favors a smaller retention than that observed in the control 
animals. It could not be determined to what extent the influence 
exerted on the air passages might play a part in addition to 
that played by the alveolar epithelium. In any case, these results 
may have some bearing on the pathogenesis of pneumonoconi- 
osis since the pH of dusty inhaled air often has been altered by 
high concentrations of carbon dioxide. 


The items in these letters are contributed by regular correspondents in 
the various foreign countries. 


BRAZIL 


Carcinoma of the Cervix.—In a paper published in O Hospital 
(46:527, 1954), Dr. Arnaldo de Moraes and his co-workers re- 
ported that in 10 years they were able to discover 34 patients 
with O-degree carcinoma and 6 with microcarcinoma. In a 
patient with microcarcinoma reported in 1945 simple amputation 
ot the cervix was performed because the patient was a 29-year- 
old woman who had recently married and wished to have chil- 
dren. This treatment was severely criticized by several well- 
known Brazilian gynecologists. The patient subsequently had 
two pregnancies terminated by cesarean section and in 1954 
showed a complete absence of cancer. In two of the six patients 
with microcarcinoma the Wertheim operation was performed, 
and in one that of Schauta. All these patients showed no cancer 
five and six years after the operations. The mean age of the 34 
patients with O-degree carcinoma was 40 years. Ten of these 
were treated by simple total hysterectomy (six by the vaginal 
route and four by the abdominal route); six by Wertheim 
operation; five by simple total amputation of the cervix; three 
by radium; one by Schauta’s operation; and one by the local 
application of chlortetracycline. The average time elapsed since 
the treatment was three and a half years. At present the authors 
usually perform a total hysterectomy by the vaginal route on 
such patients, but in young women the amputation of the cervix 
is performed, with curettage of the cervical! canal. Serial sections 
are always made for microscopic examination. 


Negative Cholecystogram.—At a meeting of the Associacao 
Paulista de Medicina Dr. Americo V. Garaldi, of Sao Paulo 
Hospital das Clinicas, reported on a series of 388 patients, in 
71 of whom cholecystograms failed to visualize the gallbladder. 
In 22 of these three successive cholecystograms were made, two 
by oral administration of the contrast medium and one by intra- 
venous injection after x-ray localization of the duodenal sound. 
The contrast mediums used were a propionic acid preparation 
for oral administration, and the sodium salt of tetraiodophe- 
nolphthalein for intravenous injection. The author emphasized 
the necessity for x-ray control of the localization of the sound 
and expressed a preference for the oral administration of the 
medium. He concluded that persistent failure of the cholecysto- 
grams to visualize the gallbladder almost always means gall- 
stones. In patients in whom the cholecystogram persistently fails 
to visualize the gallbladder, the alterations of the vesicular wall 
are important. The presence of a stone in the cystic duct or in 
the vesicular neck was noted in a few patients. In these patients, 
however, alterations of the mucosa were always observed. 
Vesicular sclerosis without stones was observed in one patient. 
In only two patients with tumors (one with cancer and one with 
Boeck’s sarcoid) were gallstones also present. 


Mental Health Organization.—Dr. Jurandir Manfredini, di- 
rector of the Division of Mental Health of the National Depart- 
ment of Health stated that the first responsibility of the division 
is the administration of several hospitals, mental hygiene clinics, 
schools of psychiatric nursing, etc., in the Federal District (Rio 
de Janeiro and environs). Through grants, 18 hospitals are being 
constructed or remodeled outside the Federal District, with a 
total of about 9,000 beds. During 1955 the division is granting 
13 fellowships to physicians. 


Cytology of Nasal Secretions.—Drs. Joao F. Mello, Ernesto 
Mendes, and Gastao Pacheco reported to the Associacao Paulista 
de Medicina on the cytological examinations of nasal secretions 
of 170 patients (110 with rhinitis and asthma, 41 with allergic 
rhinitis, and 19 with bronchial asthma). Staining nasal secretions 
by Leishman’s method, the author found 110 smears positive for 
eosinophils. The comparison between inspection of the nasal 
mucosa and the cytological examination of the secretions em- 
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phasized the diagnostic value of the latter. Of another series of 
90 patients with pale blue mucosa and a watery discharge, 7 
had only neutrophils in the secretions, thus indicating an in- 
fectious process, although the examination of the mucosa was 
compatible with a purely allergic condition. Of another 100 
patients with pale blue mucosa (10 with polyps), 81 had 
eosinophils in the secretion, and of 30 patients with edematous 
hyperemic mucosa, 14 had eosinophils in the secretions, indi- 
cating an allergic component, in spite of the rhinological ex- 
amination suggesting an infectious process. 


DENMARK 


Poliomyelitis Vaccination.—Thanks to friendly cooperation with 
American experts, the Danish health authorities have been en- 
abled to put Danish-made poliomyelitis vaccine at the service 
of the public at once. This vaccine was prepared at the State 
Serum Institute in strict conformity with the technique worked 
out by Salk at Pittsburgh. Inasmuch as it seems that the addi- 
tion of an antiseptic to the vaccine impairs its potency, the 
sponsors of the Danish vaccine have dispensed with antiseptics 
and as an additional precaution filter the vaccine again just 
before it is put up in ampuls. Any ampul showing a precipitate 
or marked yellow discoloration is to be promptly discarded for 
fear that its contents have been infected. The first phase of the 
vaccination campaign, for school children, is scheduled to begin 
on April 25 and is to be completed on about June 15. The school 
medical service will be responsible for this phase but will be 
assisted by several hundred general practitioners. Later phases 
will be dealt with in principle by general practitioners accord- 
ing to the system already adopted for diphtheria vaccination. 
The vaccination of school children is, of course, to be voluntary 
and free of charge. The State Serum Institute plans to hold in 
reserve a limited supply of the vaccine for use in special emer- 
gencies. This reserve is to be supplemented in the future by a 
supply of the American vaccine that may ultimately be available 
for sale to purchasers unable or unwilling to participate in cost- 
free vaccination. In the organ of the Danish Medical Associ- 
ation, Ugeskrift for leger for April 14, 1955, every physician 
in active medical service is reminded that much of the success 
of poliomyelitis vaccination in the schools will hinge on the 
attitude taken toward it by general practitioners whose advice 
is sought by anxious parents. Even in the first phase of polio- 
myelitis vaccination restricted to school children, about one- 
third of all the country’s general practitioners will be brought 
in for this work, and thereafter all of them will have to give a 
hand. The physician unfamiliar with the technique of intra- 
cutaneous injections is warned not just to read about it but to 
learn it from a colleague who has mastered it. 


ENGLAND 


Chemotherapy of Tuberculosis—“PAS plus isoniazid is an 
effective combination, although it is not quite so powerful as 
daily streptomycin plus isoniazid. Further, there is little to 
choose between 20 grams and 10 grams of PAS (sodium salt) 
daily in combination with isoniazid, 200 mg. daily, whether 
assessed clinically over a three-month period, or bacteriologically 
over a six-month period. Either combination of PAS with 
isoniazid can therefore be considered a valuable form of com- 
bined chemotherapy in the treatment of pulmonary tuberculosis, 
and each has the great advantage that it can be administered en- 
tirely by mouth.” This is the major conclusion of the seventh 
report to the Medical Research Council by their Tuberculosis 
Chemotherapy Trials Committee (Brit. M. J. 1:435, 1955). The 
report is based on the findings in 588 patients who were divided 
into four groups: (1) 182 patients given | gm. of streptomycin 
daily, plus 100 mg. of isoniazid twice daily; (2) 142 given 1 gm. 
of streptomycin twice weekly, plus 100 mg. of isoniazid twice 
daily; (3) 159 given 5 gm. of the sodium salt of p-aminosalicylic 
acid four times daily, plus 100 mg. of isoniazid twice daily; and 
(4) 105 given 5 gm. of the sodium salt of p-aminosalicylic acid 
twice daily, plus 100 mg. of isoniazid twice daily. 
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Certain basic requirements were laid down for all patients 
accepted into the trial. At the start of treatment: (1) tubercle 
bacilli must have been demonstrated; (2) the tubercle bacillus 
must not have been resistant to streptomycin or p-aminosalicylic 
acid; (3) the patient must not have had more than 15 gm. of 
streptomycin or 300 gm. of p-aminosalicylic acid within the 
previous three months, and not more than 3 gm. of isoniazid 
at any time; and (4) the patient must not have had any form 
of collapse therapy on the side of the lesion requiring treatment. 
Patients satisfying these criteria were then divided into (1) an 
acute group with rapidly progressive pulmonary tuberculosis 
believed to be of recent origin; (2) a mixed group with other 
forms of pulmonary tuberculosis considered suitable for chemo- 
therapy (this group included a wide range of disease and con- 
tained both acute and chronic cases); and (3) a chronic group 
with an old pulmonary infection (these patients were expected 
to make only a limited response to streptomycin plus p-amino- 
salicylic acid). All patients were kept under observation for six 
months. During the first three months the prescribed treatment 
was followed for every patient. During the second three months, 
patients in the chronic group were kept on the same combination 
of drugs, but for all other patients the clinician was free to 
decide if the patient should continue receiving the original 
combination or some other form of therapy, chemotherapeutic 
or otherwise. 

There were seven deaths in the series (1.2%), three of which 
occurred within a week of starting treatment. Toxic effects from 
isoniazid were minimal, but treatment had to be stopped in six 
patients because of severe toxic reactions to p-aminosalicylic 
acid, and in one patient because of a severe reaction to strepto- 
mycin. The committee stated that a toxic reaction to p-amino- 
salicylic acid must therefore be considered a disadvantage of 
treatment with the combination of p-aminosalicylic acid plus 
isoniazid. As a result of radiographic, bacteriological, and gen- 
eral clinical comparisons, the committee concluded that | gm. 
of streptomycin daily, plus 200 mg. of isoniazid daily, is radio- 
graphically the most effective of the four treatments over a 
three month period, though otherwise there is little to choose 
between them clinically. The treatment is also superior, but not 
greatly superior, to | gm. of streptomycin daily, plus 20 gm. 
of the sodium salt of p-aminosalicylic acid. It thus represents 
the most effective combination studied at any stage of the trial. 
On the other hand, treatment with 1 gm. of streptomycin twice 
weekly, plus 200 mg. of isoniazid daily, proved less satisfactory 
in preventing the emergence of isoniazid-resistant organisms and, 
because of this, its use cannot be recommended as a primary 
chemotherapeutic measure. There is, however, evidence that it 
is bacteriologically effective as a continuation of a three month 
course of daily doses of streptomycin plus isoniazid. 


Too Many Pediatric Beds?—The board of governors of the St. 
Mary’s Hospital group has received a recommendation from one 
of its subcommittees that the Princess Louise Kensington 
Hospital for Children, which has a complement of around 80 
beds, should be converted for the care of adult patients because 
the need for children’s beds in the community has diminished, 
The report states that there is a heavy and constant demand for 
beds for adults, but a comparatively short waiting list of chil- 
dren. Thus, for three years the adult waiting list in this group 
of hospitals has always exceeded 1,600 patients, whereas the 
children’s waiting list has fallen from 539 in 1952 to 235, of 
which 159 are ear, nose, and throat cases. The main causes for 
this decreasing demand for children’s beds include (1) improved 
health of the child population, (2) shortening of the duration of 
infective illnesses as a result of modern chemotherapy and the 
antibiotics, and (3) increasing realization that a sick child should 
be treated at home, and not in a hospital, if possible. Although 
there are good grounds for instituting a reduction in the number 
of children’s beds, it has been suggested that this could best be 
carried out by converting to adult use children’s beds in adult 
hospitals, and concentrating all sick children requiring hospital 
treatment in children’s hospitals. By thus preserving the children’s 
hospitals it would be possible to develop them as centers of 
pediatric treatment and teaching. This would be to the benefit 
of both the sick child and the student seeking instruction in the 
management of sick children. 
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Death from Sensitivity to Tetracaine.—A ship's cook, aged 62, 
was admitted to Broadgreen Hospital, Liverpool, for investiga- 
tion for a suspected bronchial carcinoma and peptic ulcer. On 
Feb. 10 a bronchogram was ordered and he was given a lozenge 
of tetracaine (Pontocaine) hydrochloride to suck to see if he 
was allergic to the drug. As the patient showed no reaction to 
it, his throat was sprayed with 0.5 to 1 cc. of a solution to 
anesthetize his throat preparatory to bronchography. Shortly 
afterwards the patient suddenly had a convulsion and died within 
three minutes. On Feb. 12 at an inquest held by the Liverpool 
city coroner the hospital pathologist said that in his opinion 
death was caused by convulsions due to sensitivity to tetracaine 
and that there was no satisfactory test for hypersensitivity. 
Sections from the patient’s lungs showed that he did have 
bronchial carcinoma. 


Tuberculosis in Immigrants.—Dr. Somerville Hastings, a medical 
member of Parliament, asked the Minister of Health what pre- 
cautions were taken to ensure that immigrants from Ireland and 
elsewhere were not carriers of infectious pulmonary tuberculosis 
and what inquiries were made to ascertain whether such im- 
migrants had or had not been inoculated against the disease. 
The Minister replied that every person coming to Britain was 
subject to the ordinary health control at the port of entry. An 
alien immigrant was in addition examined by a medical inspector, 
and if tuberculosis was discovered or suspected the inspector 
would issue a certificate to that effect and permission to land 
would be refused. Irish citizens were exempt from this ruling as 
they were technically not aliens. No inquiries are made to see 
if immigrants have been inoculated against tuberculosis. 


Leukemia and Ankylosing Spondylitis—The Medical Research 
Council has issued an appeal asking that any physician who may 
have witnessed the occurrence of leukemia in a patient suffering 
from ankylosing spondylitis should send full details to the coun- 
cil. This is the upshot of a conference recently convened by the 
council to consider new ways of inquiring into the causes under- 
lying the present rise in the death rate from leukemia. At this 
conference a memorandum was presented drawing attention 
to an apparent association between leukemia and ankylosing 
spondylitis. Although this memorandum was based on rather a 
limited number of instances, it was believed that this curious 
association was worth investigation. 


Research on Cerebral Palsy.—A five year program of research 
into the neuropathology of cerebral palsy and mental defective- 
ness at the Burden Mental Research Department of the South 
Western Regional Hospital Board is to be financed by the 
Nuffield Foundation. The main purpose of the investigation will 
be to examine the brains of patients who had cerebral palsy and 
whose early history and clinical condition are fully recorded. It 
is hoped that, among other things, some light may be thrown 
on the part played by birth injury in the pathogenesis of cerebral 
palsy. 


FINLAND 


Congenital Dislocation of the Hip.—At the Orthopedic Hospital 
of the Invalidstiftelse in Helsingfors the relative merits of the 
closed and open treatments of congenital dislocation of the hip 
in children were compared by Dr. L. E. Laurent, whose material 
consisted of 79 patients treated by one or both of these methods. 
In Nordisk medicin for Feb. 17, he stated that the closed treat- 
ment introduced by Paci and Lorenz is still the preferred method 
in Finland, but experience with his 79 patients, who ranged in 
age from | to 6 years (average 2), indicated that open treatment 
is often better. Of 52 patients with luxation or subluxation 
treated by the closed method under arthrographic control and 
fixation in abduction for four to six months, only 11 on a 
follow-up examination, could be regarded as satisfactory. Of 
those patients over 3 years old at the beginning of this treatment, 
none showed good results. Of the 70 hips operated on after an 
unsuccessful attempt at closed reduction or after unsuccessful 
plaster treatment, 10 showed no subluxation at a follow-up 
examination 6 to 24 months later. The author drew attention to 
modifications of the open operation, with plastic operations on 
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the acetabulam, osteotomy of the femur. etc. The operation 
involves transposition of the ileopsoas muscle that, in its new 
position, acts as an inward rotator. This device was used in 
most of his operative cases and proved of great value in pre- 
venting forward redislocation. Rotation osteotomy of the femur 
was carried out in many patients at a later stage of the operation. 
To assure better results, Laurent urges as early a diagnosis as 
possible by routine examinations of the stability and mobility 
of the hips in infancy. The correct diagnosis should promptly 
be followed by abduction treatment. If the child is already 3 
years old before treatment is started, the results of treatment 
are usually poor, but if the patient is less than 3 years old, the 
closed method of treatment by abduction should be tried before 
any open operation is attempted. Complete, high level dis- 
locations in adults are so difficult to treat that they have to be 
dealt with only by palliative measures. 


Nephritis in Childhood.—At the University Children’s hospital 
in Abo Dr. A. Kasanen and Dr. T. Peltonen studied 165 
patients with nephritis between 1938 and 1953 (Nordisk medicin, 
Feb. 3, 1955). A classification of these patients according to 
the length of the interval between a primary infection and the 
first signs of nephritis showed that the two were simultaneous 
in 11.2% and the interval between them was a week or less in 
41.6%. Usually the earlier the onset of signs of nephritis, the 
more severe the course run by it. Between 1937 and 1947 
scarlatina was treated at the Fever Hospital in Abo with a 
sulfonamide or with an immune serum, and during this period 
the nephritis rate was 3.9%. Since 1947 the treatment of scarla- 
tina has been confined to penicillin, and with its introduction 
the nephritis rate has been reduced to zero. A classification of 
the 165 patients according to the character of the preceding 
infection showed that tonsilitis headed the list with 49, whereas 
scarlatina accounted for only 5. Other preceding infections were 
otitis media (21) and pneumonia (9). None were associated with 
diphtheria or mumps, and in 38 no preceding infection was 
clinically demonstrable. The mortality was 12.8% for the 
patients on rest and dietetic treatment, 6.4% for those on sulfon- 
amide treatment, and 1.6% for those on antibiotic treatment. 
Ten patients died in the acute stage of the disease. In April. 
1954, a follow-up examination was carried out on 72 of these 
children with a view to ascertaining the extent to which the 
nephritis had persisted and affected their health. Ail 72 were 
apparently in the best of health, but in 12 some signs of per- 
sistence of the nephritis was present. Albuminuria was demon- 
strable in three cases, a rise of the blood pressure above the 
normal in four, and red blood cells in the urine in three; one 
patient combined albuminuria with a high blood pressure and 
another had high blood pressure combined with red blood cells 
in the urine. 


Dieting for Diabetes.—The invitation of the editor of Nordisk 
medicin to specialists in diabetes to join in a survey concerned 
with the late manifestations of diabetes was responded to by 
Dr. C. A. Hernberg of Helsingfors, among others, who said that 
before World War II diabetics were strictly dieted. The out- 
break of the war coincided with the new vogue of a free dietary 
for diabetics, but the shortage of food after 1939 forced them 
to manage on the same meager rations allotted to the rest of 
the population with only a small supplement of butter in the 
place of sugar. Under a dietary much poorer in calories than 
that previously enjoyed, new cases of diabetes became remark- 
ably rare, and the disease was on the whole kept well under 
control. The results of this war-time dietary being so satis- 
factory, there was a tendency after the war to neglect the strict 
prewar dietary. Both diabetics and their fellow-beings showed 
a marked gain in weight. Soon the number of new cases of 
diabetes rose slowly, and it became increasingly difficult to con- 
trol acidosis and glycosuria. Diabetics who had been assured 
during the preceding 15 years that the strict prewar dieting was 
unnecessary objected when urged to return to it. Hernberg 
doubts the wisdom of forcing a return to the old regimen, and 
he refers to investigations in 1952 by Dr. Jokipii of Finland 
who found the frequency of late manifestations of diabetes not 
appreciably higher in Finland than in other countries. 
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ITALY 


International Convention of Occupational Medicine.—At the 
11th International Convention of Occupational Medicine in 
Naples in September, 1954, Favre and Truhaut of Paris reported 
that benzene is still a dangerous occupational hazard. They 
studied the toxic effects of the following groups of substances 
that can be used as substitutes: (1) homologues of benzene such 
as toluene and xylene; (2) hydrogenated derivatives of benzene 
such as hexamethylene and cyclohexene; (3) chlorate solvents 
derived from ethylene such as trichloroethylene and perchloro- 
ethylene; (4) mixtures of solvents that belong to different chemical 
series, especially the so-called special essences; and (5) a mixture 
of hexamethylene and toluene. None of these substances caused 
hemopathies as severe as those caused by benzene. Isopropyl- 
benzene, hexamethylene, trichloroethylene, and perchloroethyl- 
ene are almost devoid of harmful hematological effects, and the 
alterations caused by xylene and toluene are less marked than 
those caused by benzene. As for organs other than hemopoietic, 
hexamethylene proved to be almost innocuous; xylene, toluene, 
and isopropylbenzene can cause renal damage; trichloroethylene, 
hepatic damage; and all others can injure the nervous system. 
From the purely toxicologic standpoint, in order of preference, 
the following substances can be substituted for benzene: (1) 
hexamethylene, (2) trichloroethylene and perchloroethylene, and 
(3) toluene and isopropylbenzene. 

Professor Domenjoz of Basel speaking on insecticides stated 
that DDT has decreased the incidence of malaria by 94% in 
Italy. Contact insecticides may be of vegetable origin, such as 
pyrethrine and nicotine, or may be synthetic, such as hydro- 
genated thiocyanates, with a marked paralyzing action; the 
hydrogenated hydrocarbons (DDT); and products that act on the 
esterases and belong to the group of organic compounds of 
phosphorus, together with the derivatives of urethane and pyro- 
lane. Professor Princi of the United States stated that because 
an insecticide that is effective against the parasite and is in- 
nocuous to man has not yet been found, physicians should know 
the physiological effects of these substances. All chlorate hydro- 
carbons act in the same way on man; they differ only in the 
quantity that is physiologically effective and in the mechanism 
of detoxication. An excessive exposure to them causes toxic 
gastrointestinal and/or nervous symptoms, depending on the 
quantity, the mode of exposure, and the rate of absorption. 
Professor Wirth of West Germany warned against the toxicity 
of the insecticides derived from phosphoric acid esters. These 
substances may enter the organism by way of the mouth, the 
skin, or inhalation, but the mechanism of action consists mainly 
in the inhibition of cholinesterase and damage to the central 
nervous system. Atropine is effective against the peripheral 
symptoms, but is not so effective against the injury to the central 
nervous system and the bone marrow. It must be administered in 
large doses and at once, together with drugs that activate the 
peripheral circulation. 

Vigliani and Pernis of Milan said that carbon sulfide is still 
an important source of danger. In the last 10 years numerous 
cases of encephalopathy and chronic nephropathy have been 
reported in workers in the viscose industry who had more than 
10 or 15 years of seniority. At first there are vascular alterations 
consisting of sclerosis of the large and medium arteries and of 
a hyaline degeneration of the small arteries and the capillaries. 
This is spread to all the organs, but it is more marked in the 
central nervous system and the kidneys. Many facts made it 
possible to ascribe a sulfocarbonic origin to this atherosclerotic 
vascular disease. In concluding the speakers stated that the levels 
of carbon sulfide in industry should be kept extremely low. 

Lefaux of Paris said that disturbances of varying severity may 
appear in those who manufacture the resin used to make plastic 
products as well as in those who use it to make articles of 
common use. Because of the large number of volatile bodies, 
such as benzene carbon sulfide, and plasticizing products, the 
most dangerous route of entry is by inhalation. 


Phytotherapy in Gout.—In Udine in January Dr. Ernesto 
Cominotto stated that phytotherapy is harmless and can be given 
for an indeterminate period concurrently with other forms of 
therapy. It aims at restoring not only the function of the im- 
paired organs but also the balance of the colloidal suspensions 
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through the organic and mineral elements that are contained, 
already metabolized, in the plants. The medicinal plants, or 
parts of them, must be used as they are found in nature. Extracts 
or active elements contained in them should not be isolated and 
then used because secondary negative effects may result. Plants 
that are useful in gout can be classified as diuretic and those that 
stimulate hepatic function. The diuretic plants may be divided 
into hydruric, which increase the amount of urine excreted 
(couch grass, cherry, and maize); chloruric, which favor the 
elimination of chlorides (asparagus, parsley, and onion); azoturic, 
which stimulate the elimination of nitrogen-containing substances 
(currant); uricosuric, which favor the elimination of uric acid 
(ash tree, apple tree, and poplar tree); and antispasmodic and 
antiseptic (a particular kind of grape, broad bean, and juniper 
berry). The chemical analysis of these plants shows that all con- 
tain a notable quantity of mineral in organic combination that 
have in common an action that stimulates the renal epithelium, 
and particular substances such as essential oils, saponins, gluco- 
sides, and others. Plants that stimulate the hepatic function 
include, among others, the boldu and the artichoke. These con- 
tain elements with elective choleretic action, action on nitrogen 
metabolism, and marked hypocholesteremia-inducing action. 


Cystalgias.— At the convention of the Italian Society of Urology 
in Bari, October, 1954, Carando and Cavazzana stressed the 
frequency of cystalgia and the difficulty of classifying it from 
the pathogenetic, clinical, and therapeutic standpoints. The 
following definition was agreed on: “Cystalgia is a vesical syn- 
drome characterized by pains of varying intensity, attributable 
to the bladder, and by a frequent stimulus to micturition, with 
clear urine.” The syndrome is seen mainly in women. The 
speakers classify cystalgias into those of (1) chiefly uretrovesical 
origin; (2) chiefly pelvic extravesical origin; and (3) extravesical 
origin correlated with systemic diseases. In some painful vesical 
conditions the origin of a pain that by itself is capable of 
generating the cystalgic syndrome is not apparent. These are 
the commonest forms, and neurohormonal and psychoneurotic 
gynecologic causes must be looked for. 


NETHERLANDS 


Birth Weight and Prematurity—van Gelderan, Posthuma, and 
de Haas in Tijdschrift voor sociale geneeskunde (32:443 [Nov. 
19| 1954) reported a connection between the average birth weight 
and prematurity in the Netherlands after the war based on a 
careful analysis of infants from two maternity hospitals (5,719 
children) and a group of 2,178 home-born children. Both groups 
appeared to be highly representative of the general population. 
The average birth weight of the first group was 3,452 grams 
(7 lb., 10 oz.) and the frequency of prematurity was 3.5%. Live 
infants with a birth rate lower than 2,501 grams (5 Ib., 8 oz.) 
were classified as premature. After correction for differences in 
distribution of parity, the average birth weight of home-born 
children was 3,400 grams (7 lb., 8 oz.) and the frequency of 
prematurity after correction was 4 to 5%. The difference in 
birth weight and prematurity was due to the inevitable delay 
in weighing the home-born children. After elimination of differ- 
ences in distribution of parity between this series and the coun- 
try as a whole, the average birth weight of Dutch children can 
be put at 3,500 grams (7 Ib., 13 oz.) and the frequency of pre- 
maturity at about 3.5% of all live-born children. The figures 
show a relatively high birth weight and consequently a low 
frequency of prematurity in comparison with those of most other 
European countries. There was a striking similarity with recent 
figures from Scandinavia. 


Primary Lung Cancer.—In Nederlandsch tijdschrift voor genee- 
skunde (993197, 1955), Dr. Kalthoven reported a roentgenologi- 
cal survey of 225,952 inhabitants of Amsterdam in 1953 in 
which 76 patients with primary cancer of the lung were dis- 
covered: 6.7 per 10,000 for men and 0.57 per 10,000 for women, 
The rate of active pulmonary tuberculosis observed in the same 
investigation was 7 per 10,000. Of the patients with cancer the 
tumor proved to be inoperable in 80%. Clinical symptoms point- 
ing to cancer were absent in most of the patients. The author 
asks whether finding such a high percentage of inoperable cases 
does not greatly reduce the value of such a survey. 
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CORRESPONDENCE 


VASODILATOR DRUGS AND ANGINAL SYNDROME 


To the Editor:—In Tue Journat of April 9, 1955, page 1333, 
Dr. Robert C. Batterman has replied to my criticism of his con- 
clusion that choline theophyllinate is an effective coronary vaso- 
dilator drug. His opinion as to the efficacy of this preparation 
was based on a study of 32 patients with anginal syndrome in 
whom the criteria for effectiveness revolved about the need for 
glyceryl trinitrate therapy. My refusal to accept his interpreta- 
tion of the findings was based on three main factors: 1. It is 
well known that “the pill the patient swallows, no matter what 
its nature, acquires potency as a symbol of faith, wisdom and 
support.” The method of study employed by Batterman and 
associates apparently utilized no device to neutralize the ele- 
ments of suggestion and bias and the factors responsible for 
spontaneous variations in the severity of the anginal state. 2. 
Even the demonstration of the superiority of choline theophyl- 
linate over an appropriate placebo in a “double blind” test em- 
ploying the modality of pain would not in itself establish this 
drug as a coronary vasodilator. Because of the complexity of 
factors involved in the physiology of sensation itself, agents that 
diminish attention to pain, elevate its threshold, or lessen the 
intensity of its stimulus may successfully reduce the frequency 
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Master test responses (lead CF;) in a patient with angina pectoris. T.I. 
= time interval (minutes) between medication and beginning of test. 


and severity of anginal episodes without specific effect on coro- 
nary circulation. 3. In recent studies, we have found that choline 
theophyllinate in the dosage of 200 mg. (the average dose em- 
ployed by Batterman and associates) failed to modify the electro- 
cardiographic response to measured exercise (Master two-step 
test) in a group of patients with coronary disease who showed 
excellent response to glyceryl trinitrate, papaverine (in a dosage 
of 3 to 8 grains [0.2 to 0.52 gm.]) and pentaerythritol (Peritrate) 
tetranitrate. 

Dr. Batterman has questioned the validity of drug evaluation 
based on exercise-electrocardiographic tests. He has compared 
this technique with the procedure employed for the human assay 
of digitalis and has concluded that both methods give mislead- 
ing results. This analogy is without basis. In the human assay 
of digitalis, measurements of potency are based on changes in 
the electrocardiogram, which are induced in some unknown 
manner by the drug itself. In sharp contrast, it is the capacity 
of a vasodilator to prevent electrocardiographic changes of 
known significance that affords a method for its evaluation. 
The electrocardiographic configurations evoked by an exercise 
test are similar to those commonly recorded during spontane- 
ous attacks of angina pectoris and are the reflection of myo- 
cardial anoxia. The ability of glyceryl trinitrate or other alleged 
coronary vasodilators to improve the response to an exercise 
test in selected patients should therefore provide an index of 
the capacity of these drugs to improve coronary blood flow 
and/or myocardial efficiency. Dr. Batterman’s rejection of this 
objective method of study in favor of “evaluation at its worst,” 


namely, clinical impression derived from subjective data with- 
out adequate control, is therefore most difficult for me to 
comprehend. 

Dr. Batterman has stated that papaverine and other drugs 
that appear of value according to our method of testing are, in 
his opinion, no better than a placebo for the relief of the anginal 
syndrome. It is unfortunate that he is not better acquainted with 
the published results of our studies. Of 16 drugs tested during 
the past six years, we have found that only glyceryl trinitrate, 
papaverine in massive dosage, and Peritrate can be classified as 
effective coronary vasodilators. We have repeatedly emphasized, 
moreover, that papaverine in usual therapeutic doses is without 
demonstrable value according to this method of testing. Dr. 
Batterman has also made the strong point that “physicians are 
not treating the electrocardiogram but an individual with pain 
related to coronary insufficiency.” I wish to say that this 
approach to therapy has been responsible for decades for the 
classification of whiskey as a coronary vasodilator. The relief 
of anginal pain by the ingestion of alcohol perpetuated the 
erroneous notion that this drug is similar to glyceryl trinitrate 
in its effect on coronary circulation. The simple device of test- 
ing the effect of each of these agents on the electrocardiographic 
response to measured exercise in selected patients has demon- 
strated the fallacy in this concept (see figure). The ability of 
a drug to relieve pain should not blunt the physician's interest 
in determining whether it is a placebo, sedative, or specific agent. 


Henry I. Russex, M.D. 
Chief Investigator, 
Cardiovascular Research Unit 
U. S. P. H. S. Hospital 
Staten Island, N. Y. 


RETIRING DOCTORS 


To the Editor:—Too few doctors contemplate the advancing 
years of life with a philosophical perspective that anticipates 
the essential needs of those years. Too little consideration is 
given to the later years of life when life is affected suddenly 
by biological laws. If only a fraction of the effort required during 
the physician’s preceding years of activity were directed toward 
planning a safe and interesting old age, many unfortunate trage- 
dies without a doubt could be averted. Therefore, I would like to 
suggest a plan that would make it possible for those who are 
not as fortunate as others to adjust themselves to a comfortable 
old age. This plan provides for the creation of an organization 
to be formed by physicians willing to participate in it. Mem- 
bers would elect trustees for proper management, these trustees 
would be empowered to purchase land adjacent to a body of 
water in a state with a suitable climate, such as Florida. They 
would contract to erect several hundred prefabricated homes, 
each to accommodate a doctor and his wife; a small golf course; 
an infirmary for the care of a few patients in the event of ill- 
ness; a small auditorium; a library; a lecture room; and a hall 
for movies. All the doctors belonging to this organization would 
participate in its benefits free of charge, with the exception of 
their food and clothing. These arrangements might well satisfy 
the needs for many years of doctors past 60 years of age who 
would like to retire or who are in poor health. This plan would 
also extend the same courtesies to widows not capable of self- 
support. 

Let me assume the approximate cost of this entire project 
would be in the neighborhood of 5 million dollars. If 100,000 
doctors in active practice in the United States would contribute 
$10 per year per individual there would be an annual income 
of | million dollars. In the course of years, this project could 
be paid and cleared of all encumbrances and, thereafter, the 
yearly income could be used to benefit its members in various 
other ways, depending upon unforeseen circumstances. There 
also are other sources for additional revenue that could benefit 
this organization. 
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There are three objectives for the proposed plan. The first is 
the psychological objective. The doctor would remain in an 
environment he admires. His identity would be preserved, al- 
though he would not be active professionally. His ambition 
would not be curtailed; he could keep informed by books and 
journals. He could participate in discussions on various medical 
topics as they would be presented by various visiting scientists. 
Second is the somatic objective. The doctor could fish, play golf, 
or participate in various sports depending on his physical con- 
dition. Finally there is the economic objective. Primarily, this 
could be a private independent organization and not associated 
with charity. There are many doctors not in financial circum- 
stances to permit retirement because of the present cost of living 
and the social standard they have to meet. Yet the cost of be- 
longing to this group would be insignificant to any doctor during 
his active life. If he does not choose to benefit from this plan, 
it is a worthy cause to some of his colleagues who are not as 
fortunate as he is. Perhaps this is an ambitious plan and not 
suited to completion, but surely there are enough doctors to 
think kindly of such a proposal so it can become a reality even 
Joun Peters, M.D. 


715 Lake St. 
Oak Park, Ill. 


TUBERCULOSIS IN LARGE CITIES 


To the Editor:-—Several highly controversial points are raised 
in the editorial entitled “Prevalence of Tuberculosis in Large 
Cities,” which appeared in the Feb. 5 issue of THE JOURNAL, 
page 512. These are based on the assumption that the actual 
prevalence of tuberculosis is increasing, which is certainly un- 
proved. In New York City, there were 17,451 known active cases 
of tuberculosis registered on Dec. 31, 1946. On Dec. 31, 1954, 
eight years later, the total was 15,982. This reduction occurred 
during a period when the population was increasing and the 
proportion of Negroes and Puerto Ricans in the city had risen 
sharply. The first reason given in the editorial, the higher sur- 
vival rate and subsequent relapse rate of patients currently 
treated, completely disregards the importance of the large 
number of patients who signed out of institutions with active 
disease in the prechemotherapeutic era. A substantial proportion 
of such cases now reach the stage of arrest as a result of drug 
therapy. While it is true that some of these patients subsequently 
have a reactivation, the over-all clinical and bacteriological re- 
sult is favorable. Furthermore, in our experience it has been 
possible to produce sputum conversion in over half of the 
patients whose sputum was positive at the beginning of treatment 
who were treated with drugs outside of the hospital. The results 
were even more favorable at the end of a year than at the end 
of six months of such treatment. 

The second factor, the increase in the number of tuberculous 
patients living at home rather than in sanatoriums as a result 
of outpatient programs, is not substantiated by the available data 
in New York City. At the end of 1946, 61% of the persons 
on our register of persons with active tuberculosis were un- 
hospitalized. At the end of 1954, when there were approximately 
3,000 patients receiving drug treatment through the clinics of 
the department of health, 51% of all of the patients with active 
cases in New York City were outside of hospitals. Analysis of 
our material indicates that four out of every five patients with 
active tuberculosis treated with drugs on an outpatient basis 
have had one or more periods of hospital care prior to the time 
that we started their treatment. The third reason given, the effect 
of highly enthusiastic publicity on the efficacy of antituberculosis 
drugs in encouraging newly discovered patients to refuse sana- 
torium care and in permitting others to leave prematurely against 
medical advice, may be the most legitimate objection advanced. 
As indicated above, there is little statistical confirmation for this, 
and the experience of our clinics is that we have little difficulty 
in persuading newly discovered patients to enter a hospital. The 
reasons for lack of cooperation on the part of patients are many 
and varied, and the availability of drug treatment outside the 
institution is a relatively minor one at this time. 

In conclusion, we would like to express our optimism that 
an outpatient program will ultimately help control tuberculosis 
in a large city. Even if the doubt expressed in THE JOURNAL 
editorial is legitimate, the fact remains that New York City, 
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other large cities, and even rural areas have always had a sub- 
stantial proportion of their patients with active tuberculosis out- 
side of institutions at any one time. There can be no alternative 
to the treatment of such patients with chemotherapeutic agents 
on strictly medical or humanitarian grounds. If one is convinced, 
as we are, that such treatment will reduce the spread of infection 
and thus help to control tuberculosis, it is also indicated as a 
public health measure. 

LEONA BAUMGARTNER, M.D, 

Commissioner of Health 

City of New York 

ARTHUR B. Rosins, M.D. 

Director, Bureau of Tuberculosis 

125 Worth St. 

New York 13. 


SURVIVAL AFTER MASTECTOMY 


To the Editor:—1 would like to comment on the letter from Dr. 
Roland T. Smith of Joplin, Mo., published in THE JourRNaL, 
March 5, 1955, page 844. His letter concerned the article 
“Survival in Patients with Carcinoma of the Breast” by Dr. 
Dutton and myself, which appeared in the Jan. 15, 1955, issue 
of THE JouRNAL, page 216. Dr. Smith felt that our article was 
an attempt to discredit surgery in the treatment of breast cancer. 
This is not the case, nor are we advocating one form of therapy 
in favor of another. We presented survival curves in patients 
with carcinoma of the breast. Curves of patients who had radical 
mastectomies were compared with those who had other forms 
of treatment or no treatment at all. I would like to point out 
that one must be conservative in drawing conclusions from such 
a comparison. Many factors other than treatment affect longevity 
in cancer. Growth rate of tumor tissue varies. We included hope- 
less cases for completeness and statistical accuracy. Therefore 
One cannot say that one form of therapy is better than others 
on the basis of the survival curves we gave. I think that radical 
mastectomy is the therapy of choice in any case of breast cancer 
in which there is felt to be a chance of cure and that x-ray 
and simple masteciomy are probably of palliative value 
only. However, our study indicates that one cannot be over- 
optimistic in evaluating the results of radical breast cancer 
surgery when one examines 10 and 20 year survivals and com- 
pares these with that of the normal population. In those patients 
up to age 40, for example, who had radical surgery, after 20 
years less than 10% were living, whereas in the normal popu- 
lation (similar age and sex) 90% are still living after 20 years. 
Are we not as justified in looking at 10 and 20 year survivals 
as we are in 5 year survivals? Roemer G. 
2A Mary Ellen Drive 
Charleston, S. C. 


SEX TRANSFORMATION 


To the Editor:—\n Tue JourRNAL of April 9, 1955, page 1292, 
an article by Drs. Worden and Marsh was published entitled 
“Psychological Factors in Men Seeking Sex Transformation.” 
Two of my publications were mentioned in this article and dis- 
cussed. One of my statements in my article in the American 
Journal of Psychothercpy was so badly misunderstood or mis- 
interpreted by the authors that I feel a correction is in order. 
The article by Drs. Worden and Marsh stated on page 1293 that 
it is my “concept that these subjects [transvestites] are consti- 
tutionally female.” This is not and has never been my concept. 
In my article in the April, 1954, number of the American 
Journal of Psychotherapy 1 mentioned and enlarged upon the 
fact that sex is never 100% male or 100% female. I continued 
then to say (referring to severe cases of transvestism) that “a 
still greater degree of constitutional femininity, perhaps due to 
chromosomal sex disturbances, must be assumed.” Naturally an 
assumption of a certain degree of constitutional femininity is 
not the same as to say that these subjects are constitutionally 
female. 

HarryY BENJAMIN, M.D. 

728 Park Ave. 

New York 21. 
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GOVERNMENT SERVICES 


ARMY 


General Armstrong to Become Vice-Chancellor of University.— 
It has been announced that the retiring Surgeon General, Major 
Gen. George FE. Armstrong, will become Vice-Chancellor of 
Medical Affairs of New York University and Chief Administra- 
tive Officer of the New York University-Bellevue Medical Center. 
Major Gen. Silas B. Hays will become the new Surgeon General 
of the Army. 


Deputy Surgeon General Appointed.—The appointment of Brig. 
Gen. James P. Cooney as Deputy Surgeon General has been 
announced by the Department of the Army. He succeeds Major 
Gen. Silas B. Hays, who becomes the Surgeon General on June 
1. General Cooney is an authority on radiology and the medi- 
cal effects of atomic explosion. He comes to Washington from 
Fort Sam Houston, Texas, where he has been commandant of 
the Medical Field Service School at the Brooke Army Medical 
Center since May, 1953. 


NAVY 


Alameda Air Station Wins Health Award.—The industrial medi- 
cal division of the naval air station at Alameda, Calif., was 
honored April 29, when its doctors were presented the Occupa- 
tional Health Institute’s Certificate of Health Maintenance, sig- 
nifying that the health service met the standards set by the 
medical profession. The certificate was presented to Capt. Louis 
E. French, naval air station commanding officer, by Dr. Dan 
O. Kilroy, regional consultant of the Occupational Health Insti- 
tute. Captain French said that credit was due to the station’s 
entire working force and particularly to the industrial medical 
staff, headed by Lieut. Comdr. MacRoy Gasque, who shared 
honors with Capt. Harold R. Berk, senior medical officer. The 
only other naval installation to be so honored in the United 
States was the naval supply center, Oakland, on Feb. 2. Dr. 
Gasque stressed the importance of periodic health inventory ex- 
aminations, which have been given by the department to 35% 
of naval air station employees. The Occupational Health Insti- 
tute, established under joint sponsorship of management and 
medicine, is a nonprofit organization with headquarters at 6 
E. 39th St., New York 16, Its purpose is to help management 
establish sound health practices and programs and to accredit 
those meeting standards. 


PUBLIC HEALTH SERVICE 


Grants in Mental Health.— Twenty new research grants have 
been awarded by the National Institute of Mental Health on 
recommendation of the National Advisory Mental Health Coun- 
cil at its March, 1955, meeting. The total amount awarded in 
new grants was $282,724. The advisory council also approved 
the continuation of 41 research grants, amounting to $571,366. 
The favorable recommendation of the advisory council qualifies 
these grants for continued support by the National Institute of 
Mental Health. 

The National Institute of Mental Health announces also the 
award for 1955 of five Mental Health Career Investigator 
Grants. The awards, totaling $266,239, were recommended by 
the advisory council. The purpose of the career investigator 
program, which was initiated in 1954, is to assist in opening up 
research careers to young psychiatrists and scientists in related 
disciplines, by enabling them to spend three to five years in full- 
time research. Following are the grant recipients and their affili- 
ations, project titles, and duration of support: Francis Board, 
M.D., Michael Reese Hospital, Chicago, “Psychosomatic 
Studies of Adaptation to Life Stress,” three years; Abraham 
Fineman, M.D., Judge Baker Guidance Center, Boston, “Emo- 
tional Disorders of Childhood,” three years; Daniel J. Levinson, 
Ph.D., Harvard University Medical School, Cambridge, Mass.. 
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“Sociopsychological Study of Hospitalized Mentally Ill,” five 
years; Vernon Rowland, M.D., Western Reserve University 
School of Medicine, Cleveland, “Neurophysiology of Conszious- 
ness and Affective States.” five years; and James L. Titchener, 
M.D., University of Cincinnati College of Medicine, Cincinnati, 
“Emotional Phenomena in Cancer Patients,” three years. 

Air Pollution.—Louis C. McCabe has been called to active duty 
as a commissioned officer of the U. S. Public Health Service, 
Surgeon General Leonard A. Scheele has announced. Dr. Mc- 
Cabe will serve as staff advisor on air pollution to Assistant 
Surgeon General Mark D, Hollis, chief sanitary engineer of the 
service and chief of the division of sanitary engineering services. 
This is the second major appointment in air pollution control 
activities filled by the Public Health Service this year. Arthur C, 
Stern, formerly chief industrial hygiene engineer of the New 
York State Department of Labor, recently assumed direction 
of the program of air pollution research and technical assistance 
to states and local agencies, with headquarters at the Robert A. 
Taft Sanitary Engineering Center, Public Health Services, Cin- 
cinnati. Dr. McCabe will be stationed in Washington, D. C., and 
will be responsible for technical staff activities and program 
liaison with other federal agencies. Dr. McCabe has received 
three degrees from the University of Illinois, a B.S. in geology, 
a M.S. in mining, and a Ph.D. in mining. He was employed by 
the Illinois Geological Survey until called into the Army in 1941, 
where he rose from captain to colonel in the Corps of Engineers, 
returning to c./ilian life in 1945. He accepted the position of 
chief of the coal branch in the Bureau of Mines, Department of 
the Interior. He left the bureau in 1947 to become director of the 
Los Angeles County Air Pollution Control District but returned 
two years later to the Bureau of Mines. Since 1951 he has been 
chief of the bureau’s fuels and explosives division. 


Appointment to Bureau of Mines.—Dr. Robert H. Flinn has 
been appointed chief of the division of health of the Bureau 
of Mines, Department of Interior, on a two year detail from 
the U. S. Public Health Service. He will assist in formulating 
programs and basic policies with regard to health in the mineral 
industries and in directing research designed to minimize health 
hazards peculiar to those industries. Dr. Flinn has been with 
the Public Health Service since 1931. After World War II, he 
participated in a study of the effects of wartime bombing in 
Japan on health problems. Subsequently he was detailed for four 
years to the health office of the Federal Civil Defense Adminis- 
tration and later returned to the Public Health Service as adviser 
to the Surgeon General on civil defense matters. 


ATOMIC ENERGY COMMISSION 


New Radioisotopes Policy —The U. S. Atomic Energy Com- 
mission will make radioisotopes for all biomedical and agricul- 
tural research and research in medical therapy available to 
domestic users at 20% of catalogue price, effective July 1, 1955, 
Chairman Lewis L. Strauss has announced. Initially, radioiso- 
topes for use against cancer were made available without charge 
tor production costs. Since 1952, a charge of 20% of the cata- 
logue price has been made. 

Under the new policy, reduced prices heretofore available 
only for cancer will be extended to all biomedical and agricul- 
tural research. The discount will not be available for radio- 
isotopes used for routine clinical treatment. The policy of 
providing radioisotopes at reduced cost was broadened to include 
other fields as well as cancer for the following reasons: 1. Radio- 
isotopes have proved useful in study of other important human 
diseases. 2. The distinction between cancer research and funda- 
mental studies in biology, biochemistry, and biophysics is not 
always clear. Such fundamental studies may produce informa- 
tion of value in cancer research. 3. Stimulation and encourage- 
ment of the use of radioisotopes in the life sciences in general, 
as well as in cancer research, is considered to be in the public 
interest. Under the new policy, radioisotope users will make 
application to the Atomic Energy Commission, Division of 
Biology and Medicine. On approval of an application, the di- 
vision will authorize the user to purchase radioisotopes at 20% 
of catalogue price. The investigator or institution receiving the 
discount must agree to publish the results of the research. 
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SUPPLEMENTAL LIST OF APPROVED SCHOOLS 


In the past annual lists of technical schools approved by the Council on Medical Education and Hospitals, American Medical 
Association, have been published on or about May 15. The annual lists of approved technical schools will hereafter be included in 
the Education Number of THe JourNnaL, which will be published this year on Oct. 8, 1955, 

To assist physicians, hospitals, and prospective students a supplemental list of new technical schools approved from May 15, 
1954, to May 14, 1955, is presented here. 


APPROVED SCHOOLS FOR MEDICAL TECHNOLOGISTS 


Council on Medical Education and Hospitals of the American Medical Association 


NOTE: Under ‘Tuition’ the letter B indicates that a breakage fee is charged; the letter U indicates university fees. Students lacking the scholastic 
requirements should contact the registrar of the college or university and not the hospital. Those who wish to enroll in a course given by the college 
or university or who desire to transfer their credits should correspond with the registrar and not the hospital. Asterisk ( ) after name of school indi- 
cates that male as well as female students are admitted. 


Length 


Minimum of tu- 
Pre Train- dent 
requisite ing, Ca- Classes 
Name and Loeation of School College Affiliation Pathologist in Charge College Mo. pacity Begin Tuition 
CALIFORNIA 
Santa Monica Hospital, Santa Monica *..... University ot California at 
FLORIDA 
Morrell] Memorial Hospital, Lakeland * tt... Florida Southern College....... 9 J. W. Williams, M.D...... 3 yr. 12 2 Varies None 
IDAHO 
Sacred Heart Hospital, Idaho Falls *........ 3 yr. 12 1 July None } 
ILLINOIS 
St. Joseph Hospital, Chicago * %............ G. F. Stevenson, M.D..... of, 12 5 Varies None 
INDIANA 
Methodist Hospital, Gary * f..........cccece. Purdue Univ. Cahiunet Center... R. A. Burger, M.D....... 2 yr. 12 2 Varies None 
Reid Memorial Hospital, Richmond * ¢ J. D. Stepleton, M.D...... 2 yr. 12 4 Varies $50 
Union Hospital, Terre Haute * ¢ {............ Indiana State Teachers College L. L Blum, M.D.,......... 2 yr. 12 1 Monthly S50 
IOWA 
KENTUCKY 
Methodist Hospital, Pikeville {............. COMBOS d. BED... 2 yr. 12 6 Varies None 
LOUISIANA 
Baptist Hospital, Alexandria t {............. Northwestern State College; 
Louisiana College ©. 2 y1 12 4 Varies S30 
St. Patrick's Hospital, Lake Charles *,...... McNeese State College: South- 
western Louisiana Institute... A. Ranier, M.D............ 2 yr. 12 6 Varies None ? 
MASSACHUSETTS 
St. Vincent Hospital, Worcester............. BOStOR 2 yr. 12 Varies None 
MICHIGAN 
Pontiac General Hospital, Pontiac $...... Muskegon Junior College....... 3. 2 yr. 12 5 July None ! 
MINNESOTA 
St. Mary's Hospital, Minneapolis *.......... College ot St. Catherine....... W. Subby, M.D., and 
MISSOURI 
dewieh Hoapital, St. Louis a H. Blumenthal, M.D.... 2 yr. 16 7 Varies None 
NEW JERSEY 
Bergen Pines County Hospital, Paramus *.. H. Gilson, M.D........ 2 yr. 14 2 Sept, None 
St. Joseph Hospital, Paterson *.............. a Bi 2 12 ? June,Sept. B 
NORTH CAROLINA 
Cabarrus Memorial Hospital, Concord *..... J. O. Williams, M.D....... 2 yr. 12-15 Sept. $325 1 
Moses H. Cone Memorial Hosp., Greensboro University of North Carolina.. H. Z. Lund, M.D.......... 2 None ! 
OHIO 
Children’s Hospital, Cincinnati $.......... University of Cineinnati........ B. H. Landing, M.D...... 2 yr. 12 4 Varies $125 B} 
Central Clinic and Hospital, Salem A. P. Falkenstein, M.D.... 2 yr. 12 2 Jan.,July $50 
OKLAHOMA 
Valley View Hospital, Central State College..... R.U. Northrip, M.D....... 2 yr. 12 6 Jan.,June B 
Enid * Phillips University ..........0.. T. Russell, 12 6 Varies None 
PENNSYLVANIA 
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APPROVED SCHOOLS FOR MEDICAL TECHNOLOGISTS—Continued 


Length 
Minimum of Stu- 
> Train- dent / 
requisite ing, Ca Classes 
Name and Location of School College Affiliation Pathologist in Charge College Mo. pacity Begin Tuition 
SOUTH CAROLINA 
SOUTH DAKOTA 
St. donn’s Hospital, Huron * m. OCarefoot, M.D...... yr. 12 2 Monthly None 
TEXAS 
University of Texas, M. D. Anderson Hos- ? — 
VIRGINIA 
Lynchburg General Hospital, Lynchburg * t+} Lynchburg College ............. S. M. Bouton Jr., M.D.... 8 yr. 1 3 Varies $250 
+ College credit received during hospital training. $ Degree given after completion of combined course. 1. Students are paid a stipend. 
APPROVED SCHOOLS OF PHYSICAL THERAPY 
Entrance Duration Capacity 
Medical Director and Require- of Classes of Certificate, 
Name and Loeation of School Technical Direetor menis Course Begin School Tuition Degree 
State Insurance Fund, Santuree, Puerto Rico * Carmen P. Perez.......... c 34 mo. Sept. 45 None Certificate 
* Male as well as female students admitted. e-——Two years of college with science courses. 
APPROVED SCHOOLS OF OCCUPATIONAL THERAPY 
Entrance Duration Capacity 
Director and Require- oO Classes of Certificate, 
Name and Location of School Medical Director ments Course Begin School Tuition Degree 
State Insurance Fund, Santurece, Puerto Rico * Carmen P. Perez.......... c 34 mo. Sept. 45 None Certificate 
* Male as well as female students admitted. ec—Two years of college with science courses. 
APPROVED SCHOOLS FOR MEDICAL RECORD LIBRARIANS 
Dura- 
tion of Student 
Entrance Course Classes ‘a- 
Name and Location of School College Affiliation Director Requirements Mo. Begin pacity Tuition 
Sisters of Charity Hospital, Buffalo........ D'Youville College ........ M. V. O'Connor and 
Margaret Mary Killeen... 3 yr. college 12 Sept. 3 $275 
Baptist Memorial Hospital, Memphis *...... University of Tennessee... Gertrude McCalip ........ 2 yr. college 12 Sept..Mar. 8 $150 
or R.N. 
* Male as well as female students admitted. 
APPROVED SCHOOLS FOR MEDICAL RECORD TECHNICIANS 
Dura 
tion of Student 
Entrance Course, Ca- 
Name and Location of School Direetor Requirements Mo. pacity Tuition 
Hendrick Memorial Hospital, Abilene, High schoo! 9 4-5 S60 


Male as well as fe:nale students admitted. 


APPROVED SCHOOLS FOR X-RAY TECHNICIANS 


NOTE: Complete details regarding admission to an approved school for x-ray technic'ans can be obtained by communicating directly with the 
radiologist. Asterisk (") after name of school indicates that male as well as female students are admitted. 


Length Stu- 


dent 
Entrance Training, Ca- Classes 
Name and Location of Schoo! Radiologist in Charge Requirements Mo pacity Begin Tuition 
ARIZONA 
E. M. Hayden, M.D., and 
1 yr. college D4 10 Sept. None 
or 
ARKANSAS 
St. Vincent Infirmary, Little Rock High school 24 8 Sept. None} 
CALIFORNIA 
St. Luke Moapital, Pasadena High school 12 3 Varies None 


Harbor General Hospital, Torrance *...................- J. H. Woodruff Jr., M.D............ High school] 12 5 Aug. None } 


& 
195: 


Vol. 158, No. 3 APPROVED SCHOOLS 
APPROVED SCHOOLS FOR X-RAY TECHNICIANS—Continued 
Leneth Stu- 
of dent 
Entrance Training, Ca- Classes 
Name and Location of School Radiologist in Charge Requirements Mo. pacity Begin Tuition 
CONNECTICUT 
St. Vineent’s Hospital, Bridgeport High sehool 24 10 July None 
FLORIDA 
Orange Memorial Hospital, Orlando High school 12 4 Jan.,June None 
IOWA 
St. Joseph Mercy Hospital, Mason City *............... High school 12 4 Jan.,July None 
KANSAS 
St. Elizabeth Mercy Hospital, Hutchinson *............. High school 24 2 Sept. None 
LOUISIANA 
MAINE 
Augusta General Hospital, Hizh school 12 2 Jan.,July None 
MARYLAND 
U. S. Naval Medical School, Bethesda *................. S. F. Williams, Capt., MC.......... High school 12 35 Every6mo, Nonet 
MASSACHUSETTS 
Massachusetts General Hospital, Boston *.............. Hizh sehool Sept. $120 1 
New England Deaconess Hospital, Boston *............. Hizh school 12 2 July $120 1 
Newton Wellesley Hospital, Newton Lower Falls....... High sehool 12 2 July, Sept. None 
MINNESOTA 
Hibbing General Hospital, Hibbing High school 12 2 Jan.,July None 
Mount Sinai Hospital, Minneapolis *.................... Hizh sehool Jan.,June S100 
MISSCUR! 
Alexian Bros. Mospital, St. Louis High sehool 24 4 Varies 1 
High sehool 24 Varies None ! 
NEW JERSEY 
Princeton Hospital, Princeton High school 24 4 Jan.,June None 
NEW MEXICO 
Las Vegas Hospital, Las Vegas M. Jd. Smith, High school 24 4 Mar.,Sept. None! 
NEW YORK 
Genesee Memorial Hosp’tal, Batavia Hi school 24 2 Varies None 
Hizh school 12 6 Varies 2350 1 
Genesee Mospital, Rochester High school 12 4 Jan.,June 8200 
OHIO 
Jewish Boepital, Cimeinmatl L. 8. Rosenberg, High school 12 4 Varies 
M. M. Thompson Jr., M.D.......... High school 24 July None t 
OREGON 
St. Anthony’s Hospital, Pendleton *..................... High school 12 2 Varies $150 
Good Samaritan Hospital, Portland.................... B. Isenhart, M.D., J. R. Raines, 
High school 24 4 Jan. None 
PENNSYLVANIA 
Butler County Memorial Hospital, Butler *............, High school 24 4 Jan., July None 
Veterans Admin. Hospital, Philadelphia *............... High school 24 6 July None 
Rochester General Hospital, Rochester *................. B. H. Richardson, M.D..........0803 High school 24 4 Spring,Fall None 1 
Moetey Hospital, Wilkes-Barre * High school 24 4 Aug. None 
SOUTH CAROLINA 
South Carolina Baptist Hospital, Columbia.......... || High school 12 4 Aug.,Feb. None 
TEXAS 
Hendrick Memorial Hospital, Abilene * High school 18 4 Feb.,Sept. None 1 
WEST VIRGINIA 
Ohio Valley General Hospital, Wheeling High school 12 4 Jan.,July None 
WISCONSIN 


High school 


+ College credit received during hospital training. 


1. Students are paid a stipend. 
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MEDICAL LITERATURE ABSTRACTS 


INTERNAL MEDICINE 


Staphylococcal Endocarditis: Some Clinical and Therapeutic 
Observations on Thirty-Eight Cases. A. M. Fisher, H. N. Wag- 
ner Jr. and R. S. Ross. A. M. A. Arch. Int. Med. 95:427-437 
(March) 1955 [Chicago]. 


Of 38 patients with endocarditis caused by Micrococcus 
pyogenes (Staphylococcus) who were treated at the department 
of medicine of the Johns Hopkins Hospital in Baltimore, 22 
were treated between 1933 and 1943, when no well-established 
antibiotic treatment was available; 3 were treated between 1944 
and 1948, the period during which effective doses of penicillin 
were used with most strains of micrococci still sensitive to this 
agent; and 13 were treated between 1949 and 1953. The striking 
drop in incidence in the second period paralleled a similar fall 
in the occurrence of all the cases of micrococcic bacteremia 
during that time. This may be because penicillin was then avail- 
able in adequate amounts for the therapy of all types of 
micrococcic infections, which were more readily controlled as 
they developed and so much less likely to result in invasion of 
the blood stream. Only one of the 22 patients treated between 
1933 and 1943 survived. Of the three patients treated between 
1944 and 1949, two died and one survived. Of the 13 patients 
in the most recently treated group with endocarditis caused by 
M. pyogenes, 6 died and 7 (54°) survived. Of 12 micrococcic 
strains obtained from these 13 patients, 5 (42°) were resistant 
to penicillin. The high incidence of antibiotic-resistant strains 
represents one of the major problems in the therapy of micro- 
coccic infections at the present time. Recovery of patients 
showed no definite correlation with the sensitivity of the 
pathogenic agent to penicillin, since, of the seven patients with 
sensitive strains, four survived and three died. Recovery seemed 
dependent, however, on the combined administration of massive 
doses of penicillin with erythromycin or other antibiotics, 
irrespective of the results of in vitro tests for penicillin sensi- 
tivity. Massive doses of penicillin, namely, 8 million to 24 
million units per day, depending on the sensitivity, are advo- 
cated. Large doses of erythromycin can be given, as one of the 
author’s patients received 3.6 gm. daily for five weeks, and 
another, 3.6 gm. for 25 days and 4.5 gm. for an additional 24 
days without toxic symptoms. The authors feel that the most 
effective therapy for endocarditis caused by M. pyogenes at 
present is a combination of penicillin, erythromycin, and one 
of the “broad-spectrum” antibiotics. Penicillin should always 
be included even when the causative agent is resistant by 
laboratory tests. 


Further Contributions to the Hormonal and Salicylic Therapy 
of Rheumatic Carditis. G. Gelli. Minerva pediat. 6:951-959 
(Dec. 15) 1954 (In Italian) {Turin, Italy}. 


The author reports good results in 1! children with rheumatic 
carditis to whom he administered cortisone, sodium salicylate, 
and antibiotics. The hormone was given in doses of 50 mg. daily 
to children between 3 and 10 years of age and in doses of 75 
mg. daily to those older than 10. It was continued for from 8 
to 20 days, depending on the general and the cardiovascular 


The place of publication of the periodicals appears in brackets preceding 
each abstract. 

Periodicals on file in the Library of the American Medical Association 
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condition, the sedimentation rate, and the blood protein findings. 
Then 25 mg. was given daily for from 30 to 60 days, after 
which the dose was 12 mg. daily. Sodium salicylate was given 
by the oral route concurrently in doses varying from 4 to 6 
gm. daily. Antibiotics were also administered at the same time. 
Either penicillin ($00,000 Oxford units) combined with strepto- 
mycin (20 mg. per kilogram of body weight daily) was given 
or aureomycin (15 to 20 mg. per kilogram of body weight daily). 
A dose of 500 mg. of vitamin C was administered intravenously, 
and vitamins C, K, and P were given intramuscularly. The 
therapy was continued for from 50 to 90 days. Administration 
of potassium was never necessary. A salt-free diet was given at 
first, but some salt was allowed when the cortisone dose was 
decreased to 12 mg. daily. The children tolerated the sodium 
salicylate better than when it had been given alone. There were 
never side-effects involving the respiratory system as other 
authors have reported. The rheumatic symptoms disappeared 
within two to four days of treatment; the erythrocyte sedimenta- 
tion rate returned to normal within 15 to 20 days; the pulse 
rate became slower; the extrasystolic arrhythmias disappeared 
quickly; and the murmur, which before the treatment was 
present in all but one patient, became less intense. In one child 
who received the therapy soon after the first rheumatic attack 
the murmur disappeared entirely. Diuresis was increased in all 
the patients in whom it had been reduced because of cardio- 
vascular disturbances and remained unchanged or was slightly 
decreased in the others. All the children gained weight. The 
electrocardiographic cnanges resulting from the administration 
of cortisone were slight. Gelli states that this combined therapy 
is not only useful but should be considered indispensable for 
rheumatic carditis. The one main point to keep in mind is that 
the therapy should be instituted at once, continued for no less 
than 45 to 50 days, and then tapered off gradually. Unlike other 
authors, Gelli prefers to administer cortisone rather than corti- 
cotropin because states of hypoadrenalism are often present in 
rheumatic patients. Cortisone in the doses used for these patients 
never caused side-effects. 


Milk-Alkali Syndrome: Review of Eight Cases. D. A. Scholz 
and F. R. Keating Jr. A. M. A. Arch. Int. Med. 95:460-468 
(March) 1955 [Chicago]. 


The occurrence of the so-called milk-alkali syndrome, des- 
cribed by Burnett, is reported after the prolonged intake of 
milk and absorbable alkalis for treatment of active peptic ulcer 
in seven men between the ages of 36 and 52 and in one S1- 
year-old woman. The syndrome is characterized by hyper- 
calcemia, renal insufficiency, and azotemia, and, occasionally, 
by alkalosis. The condition appears to be distinguishable from 
primary hyperparathyroidism by the absence of hypercalciuria 
and because of the rapidity with which the azotemia and hyper- 
calcemia disappear on omission of milk and antacids containing 
absorbable alkalis. Since hypervitaminosis D is accompanied by 
hypercalcemia, it may be confused with the milk-alkali syndrome 
in those patients in whom the serum calcium level may be 
restored to normal within 7 to 10 days after the omission of 
vitamin D. The diagnosis of hypervitaminosis D, however, 
hinges on a careful evaluation of the history with respect to the 
ingestion of vitamin D, and it may take many months until the 
serum calcium level returns to normal. Because of the occur- 
rence of azotemia, a diagnosis of chronic nephritis was made in 
three of the eight patients, but the extraordinary rapidity with 
which renal function improved and azotemia disappeared in 
most of the patients once milk and absorbable alkalis were 
withheld constitutes the most striking feature of the milk-alkali 
syndrome. In patients with chronic or intractable ulcer pain, 
the temptation to use proprietary preparations that contain 
absorbable alkalis in large and possibly excessive amounts may 
continue to be a serious hazard, although many effective antacid 
measures not employing absorbable alkalis are available. It 
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therefore remains a matter of considerable importance for the 
internist to be on the alert for the signs and symptoms of hyper- 
caicemia that may arise as a result of such excessive use of 
absorbable alkalis as well as for the more familiar symptoms of 
alkalosis, which have long been recognized as arising therefrom. 


Splenic Aspiration in Clinical and Experimental Hematology. 
R. J. Watson, H. D. Shapiro, R. R. Ellison and H. C. Lichtman, 
Blood 10:259-271 (March) 1955 |New York]. 


The authors performed 150 aspirations of the spleen in 140 
patients. The diagnoses made were established by means of the 
composite clinical picture, laboratory data, and specimens 
obtained by biopsy, splenectomy, and autopsy, where they 
existed. When a diagnosis remained doubtful the case was listed 
among the undiagnosed splenomegalies, of which there remained 
27 cases out of an initial 77. The diagnosis was established in 
one-third of the 77 patients with unexplained splenomegaly by 
splenic aspiration, in one-third by other methods, and in one- 
third not at all. Since the procedure has been entirely safe within 
reasonable limits, there is no question of its potential value in 
diagnosis. If a patient has splenomegaly and a complete medical 
workup including blood and marrow examination fails to yield 
a definitive diagnosis, a splenic aspiration should be carried out. 
If there is significant adenopathy, biopsy of a lymph node should 
precede aspiration of the spleen. In a small percentage of these 
140 patients the diagnosis was established by aspiration when 
other available studies were unrewarding. In other patients the 
aspirated material facilitated rapid diagnosing with relatively 
little inconvenience to the patient. The procedure was most 
useful in familial splenic anemia (Gaucher's disease), kala-azar, 
myeloid metaplasia of the spleen, lymphosarcoma, reticulum 
cell sarcoma, atypical polycythemia vera simulating chronic 
granulocytic leukemia, and in one case of multiple myeloma 
with osteosclerosis. It was also useful in distinguishing a tumor 
mass due to carcinoma of the colon from an enlarged spleen. 
Although biopsy of the spleen with a Vim-Silverman needle has 
advantages in diagnosing such diseases as amyloidosis and 
Boeck’s sarcoid, in which architecture is more important than 
individual cell morphology, it is a procedure that carries a 
definite risk, while splenic aspiration with a small bore needle 
is safe and requires no extra equipment and no new morpho- 
logical training. Information obtained directly from the spleen 
in this manner may throw some light on the role of this organ 
in various hematological disorders, for example, the almost 
uniform finding of myeloma cells in the spleen supported the 
current hypothesis that multiple myeloma is a form of aleukemic 
plasma cell leukemia. Similarly, the finding of increased numbers 
of irreversible sickle cells in the enlarged spleens of some of 
the patients with sickle ceil anemia seems to indicate formation 
and sequestration of these cells as one of the factors leading 
to the complication of hyperspienism. 


Hemoglobin C Disease: Report of Four Cases. W. H. Hartz 
Jr. and S. O. Schwartz. Blood 10:235-246 (March) 1955 [New 
York]. 


Four cases of homozygous hemoglobin C disease in three 
men and one woman of the Negro race are described. Hemo- 
globin C disease is an inherited chronic hemolytic syndrome 
thus far found exclusively in Negroes. Hemoglobin C is trans- 
mitted as a semidominant or incompletely recessive non-sex- 
linked characteristic. Members of a family possessing a mixture 
of normal hemoglobin and C hemoglobin (C trait) do not, 
therefore, manifest a hemolytic syndrome. In none of the cases 
was there a history of antecedent anemia. jaundice, or episodes 
of bone or joint pains characteristic of crises. This was also 
true of the family history. With the exception of one of the 
four patients, in whom the spleen became huge, hospitalization 
was not required because of the underlying hemolytic syndrome. 
An uncommonly high incidence of gallstones may be expected 
in these patients. In general, however, the clinical course of 
this disease is extremely benign and the prognosis excellent. 
There is no specific treatment; intercurrent diseases are treated 
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as they arise. Splenectomy may be necessary for massive symp- 
tom-producing splenomegaly, but this procedure does not alter 
the disease. Splenomegaly and targeting of erythrocytes are 
constant manifestations of homozygous hemoglobin C disease. 
Developmental abnormalities, constitutional symptoms, jaun- 
dice, crises, and sickling are absent. The diagnosis in these four 
cases was made by filter-paper electrophoresis. The condition 
most difficult to differentiate from this disease is mild thalas- 
semia; it should be remembered that moderate to market target- 
ing in the absence of significant poikilocytosis is characteristic 
of homozygous hemoglobin C disease, while moderate to 
marked poikilocytosis and only slight targeting are typical of 
the thalassemia syndromes, 


Severe Hypertension Treated with Hexamethonium Bromide in 
Retard Medium. H. J. Goldsmith. D. W. Beaven and H. P. 
Lambert. Lancet 1:371-374 (Feb. 19) 1955 [London, England]. 


The practical aspects of hexamethonium treatment of hyper- 
tension, particularly in patients who lead active lives, are 
reviewed. Twenty-six patients were treated with a long-acting 
preparation, which was a 20% solution of hexamethonium 
bromide in polyvidone; to this was added ephedrine to a final 
concentration of 1:1,500. Eleven of these patients had malig- 
nant hypertension. Patients were admitted to hospital for the 
first three to five weeks’ treatment. The following tests were 
made: electrocardiography, teleradiography of the chest, micro- 
scopy and culture of the urine, urinary concentration and 
dilution test, and urea-clearance test. In most cases an intra- 
venous pyelogram was done; and on a few occasions the 
urinary output of noradrenaline was estimated. The long-acting 
preparation of hexamethonium bromide was injected sub- 
cutaneously every eight hours, beginning with a test dose of 
20 mg. The blood pressure was measured with the patient 
standing and lying down before each injection. The major 
adjustments of dosage were complete after three or four weeks’ 
treatment. The final dosage varied from 80 to 400 mg. every 
eight hours, a common dose being 200 mg. Patients were taught 
to give themselves injections, and after leaving the hospital they 
attended at first weekly and later at intervals increasing up to 
six weeks. At each visit four blood pressure readings were 
taken. Many patients had previously received treatment with 
digitalis, diuretics, and salt restriction. In no case was it neces- 
sary tO continue treatment with mercurial diuretics. Strict salt 
restriction was maintained in some patients with malignant 
hypertension, and digitalis therapy was continued in some pa- 
tients who had signs of heart failure. Long-term outpatient treat- 
ment of severe hypertension proved practical. The effectiveness 
of this treatment is shown by the patients’ records of work. Of 
the patients treated for more than three months, 8 of 10 with 
benign hypertension and 4 of 7 with malignant hypertension 
returned to full-time work. The treatment was most successful 
in patients with malignant hypertension and in those in whom 
benign hypertension was accompanied by severe organic symp- 
toms. Complete relief of left ventricular failure was achieved 
in the patients with benign hypertension, and reversal of papil- 
ledema was achieved in all the cases of malignant hypertension. 
Treatment was not maintained in patients with anxiety symp- 
toms and in one patient who was symptom-free. For such 
patients treatment with hexamethonium bromide is too rigorous 
and other drugs may prove more useful. The authors were 
impressed not so much by the greater duration of action of the 
retard preparation as by the relative freedom from side-effects 
in the first hour or two after injection. This difference probably 
explains an inconsistency between the results achieved by the 
present authors and those of Harington and Rosenheim, who, 
using soluble hexamethonium bromide, found that the fall of 
blood pressure was rarely satisfactory unless the postural effect 
was severe enough to make the patient lie down for an hour 
after the injection. Goldsmith and associates achieved satis- 
factory control without this period of incapacity, and the retard 
medium was probably responsible for this milder effect, which 
enabled patients to lead an uninterrupted working life once 
treatment had been established. 
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Treatment of Snake Venom Poisoning with ACTH and Corti- 
sone. J. T. Wood, W. W. Hoback and T. W. Green. Virginia 
M. Month. 82:130-135 (March) 1955 [Richmond, Va.]. 


Fifteen cases of snake bite poisoning treated with cortico- 
tropin (ACTH) or cortisone are presented; two of the patients 
were seen by the authors, while data on the others were 
obtained from a study of medical records in a group of Virginia 
hospitals, supplemented in four instances by personal reports 
given by the attending physicians. There were five cases of mild 
localized venenation; it could not be shown that either of the 
hormones used accelerated the recovery of these patients, which 
was rapid and uneventful, but these agents definitely did not 
prolong recovery. There was a suggestion that cortisone short- 
ened the course of an urticaria developing after an injection of 
antivenin and tetanus antitoxin in one patient. Seven patients 
displayed an intermediate clinical response to crotalid venom 
poisoning in which there was a pronounced local reaction and 
a minimal systemic one. The use of cortisone or corticotropin 
early in the therapy did not arrest the local tissue reaction or 
the edema; in four of the patients progressive edema persisted 
for 24 hours. The use of these drugs did not prevent an eleva- 
tion of temperature to 100-101 F in two of the patients and a 
spiking of fever to 103 F in a third. Nevertheless, it was the 
impression of the clinicians attending these patients that there 
was a distinct reduction in morbidity justifying the use of corti- 
sone and corticotropin in the therapy. The three grade 3 cases 
of venom poisoning reported involved marked systemic intoxi- 
cation and allergic reactions; two of them were definitely life- 
threatening. In one of these two, the patient’s response to corti- 
sone and corticotropin was considered lifesaving, and the amount 
of tissue destruction was greatly diminished by the use of these 
drugs. In the other case, corticotropin was believed to have 
played an important part in bringing angioneurotic edema and 
urticaria under control promptly. Thus, the value of these two 
hormones in the treatment of snake bite venenation is con- 
sidered to be established. 


Agammaglobulinemia: Report of a Case and Review of the 
Literature. A. K. Chappell. J. lowa M. Soc. 45:132-137 
(March) 1955 [Des Moines, Iowa]. 


Agammaglobulinemia is a disease that occurs at an early age 
in males and is characterized by severe, recurrent, septic infec- 
tions. It probably represents a congenital defect in protein 
synthesis, and it may be that it is transmitted by females. The 
criteria for diagnosis have been stated to be (1) a history of 
multiple serious septic infections, (2) absence of isohemagglu- 
iinins or other naturally occurring antibodies that would be 
expected in the blood, including antibodies to those infections 
against which the patient has been immunized, (3) absence of 
gamma globulin by electrophoretic analysis in the face of an 
otherwise relatively normal serum protein distribution, and (4) 
absence of gamma globulin, or at least a very low level, prefer- 
abiy below 30 mg. per 100 cc., as determined by a relatively 
specific method such as the immunochemical. It has been 
estimated that a total gamma globulin level of 100 to 150 mg. 
per 100 cc. will prevent infection. Patients to whom gamma 
globulin has been administered monthly have been afforded 
striking protection, The fact that gamma globulin levels are 
high in certain diseases and that they rise in response to im- 
munization suggests that gamma globulin and antibody are 
identical or at least closely associated. Gamma globulin, how- 
ever, represents a considerable portion of the total serum 
protein (about 0.8 gm. per 100 cc.), whereas the amount of 
circulating antibody in terms of milligrams of protein in non- 
immune persons is extremely small. Various antibodies have 
also been found to occur predominantly in one of the four 
gamma _ globulin fractions already demonstrated. Additional 
work is needed to clarify the relationship between gamma 
globulin and antibody formation as they are concerned with 
immunity. Most of the criteria for agammaglobulinemia were 
met by the author's patient, a 10-year-old boy who was first 
admitted to Blank Memorial Hospital in Des Moines at the 
age of 6 months because of a cellulitis of the right external ear. 
Repeated infectious illnesses thereafter led to a total of 26 
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hospital admissions, 17 at Blank Memorial Hospital. The in- 
fections, which were associated with an elevated white blood 
cell count and with a left shift, generally responded to treatment 
with antibiotics. The patient’s growth, however, was consistently 
retarded and, unlike other patients with agammaglobulinemia, 
he was very poorly nourished. Irreversible bronchiectasis and 
other chronic infections finally led to his death at the age of 10. 
No gamma globulin was detectable on electrophoretic analysis 
of his blood, but from 35 to 40 mg. per 100 cc. (normal value, 
800 mg. per 100 cc.) was found by the use of an immuno- 
chemical technique. Part of this small amount may have been 
residual from the gamma globulin contained in the blood trans- 
fusions received by the patient. The fact that he was able to 
develop detectable antibodies after immunization to diphtheria, 
however, indicates the presence in him of at least some gamma 
globulin. 


On a New Treatment for Confirmed Seasickness: Therapeutic 
Results. A. J. Monnier. Presse méd. 63:240-241 (Feb. 19) 1955 
(In French) [Paris, France}. 


Certain disadvantages militate against the usefulness of both 
the barbiturates and the antihistamines as remedies for sea- 
Sickness. The barbiturates are effective only to a moderate 
degree and that only when given in frankly hypnotic doses. The 
antihistamines, both of the diphenhydramine and of the pro- 
methazine groups, though not without a preventive effect, induce 
a State of torpor and depression and may even cause circulatory 
disturbances such as palpitation, cardiac arrhythmia, and flush- 
ing. A further disadvantage is that they cannot easily be given 
orally during an attack of seasickness, and yet their administra- 
tion by the rectal route may also be inconvenient. These facts 
led the author to try a new method of treatment, using a 
combination of belladonna, which is an excellent parasym- 
patholytic without ganglioplegic effects; scopolamine bromhy- 
drate, which, apart from its anticholinergic properties, has a 
marked depressive effect on the central nervous system; and 
dexamphetamine, which has a euphoric effect and also seems 
to afford relief from certain elements of seasickness, such as 
headache. The parenteral route was used in the initial trials of 
this combination of drugs, but experience soon showed that they 
were just as effective when given rectally, and this method of 
administration was finally adopted. A small amount of pheno- 
barbital was added to the formula, and the preparation is now 
available in the form of suppositories under the proprietary 
name of belladonal-dexamphetamine. Trials of the method have 
been under way since 1952, and the combined drugs have been 
given to more than SOO passengers of all ages on boats of the 
Compagnie Générale Transatlantique. Favorable results were 
reported by 98% of the 324 patients who answered questions 
concerning the effectiveness of the treatment; of these, 241 
(74%) were cured and 78 improved. Treatment seldom had to 
be continued for more than one or two days, however rough 
the crossing, and the therapeutic effect of the new preparation 
was regarded as definitely superior by 125 of 126 patients 
previously treated by other methods. Relief came rapidly, usually 
within an hour, with cessation of vomiting, followed by the 
disappearance of headache and digestive spasms, Tolerance for 
the preparation was excellent; it did not produce somnolence, 
and the only side-effects were a slight dryness of the mouth, 
easily relieved by sucking on a slice of lemon or some acid 
candy, and mydriasis of varying intensity. 


Recurrent Genital and Oral Ulceration with Associated Eye 
Lesions (Behcet's Syndrome), D. L. Phillips and J. S. Scott. 
Lancet 1:366-370 (Feb. 19) 1955 |London, England]. 


Phillips and Scott review observations on 10 patients with 
Behcet’s syndrome of genital and oral ulceration with eye 
lesions and other irregularly occurring manifestations, which 
were Observed in the gynecologic clinics of the United Birming- 
ham Hospitals in the last three and a half years. At the onset 
of the symptoms the patients were from 11 to 48 years of age; 
and, when they were first seen by the authors, their disorders 
had been present for from S weeks to 12 years, All the lesions 
tended to heal and to recur spontaneously with a variable 
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periodicity. Genital, oral, and eye lesions often occurred at 
separate times. In all instances the patient complained of pain 
at the site of the lesions, the pain preceding the appearance of 
the ulcers by several days and often being of incapacitating 
severity. All except one of the patients complained of vulval 
ulcers; a few occurred in the groin, on the perineum, on the 
vaginal walls, and, in two cases, as high up as the cervix. 
Excavation was a striking feature of the uicers, and in two 
cases there was fenestration of the labia minora; in others the 
whole vulva was progressively destroyed by successive outbreaks. 
Healing, when it took place, was associated with considerable 
scarring. The oral lesions were similar to the genital ulcers but 
tended to be smaller. Commonly they were on the lips, near 
the mucocutaneous junction, on the tongue, and on the buccal 
surface of the cheek. The eye lesions usually began as bouts of 
superficial inflammation, each subsequent attack tending to be 
more severe and proceeding in three cases to definite iridocyclitis. 
In one case this process ended in complete blindness. The 
authors show that the condition is complicated by confused 
ierminology. They consider it unfortunate that emphasis has 
been laid on the “triple” nature of the syndrome, because this 
tends to preclude the diagnosis in patients with only two of 
the three main features, and obscures the possibility of addi- 
tional lesions (joint, cerebral, skin, etc.). The diagnosis must 
sometimes be missed through the patient’s receiving only a 
specialized examination from the ophthalmologist, dermatolo- 
gist, dental surgeon, or gynecologist. Most of the reported cases 
have been in young adults resident in the Eastern Mediterranean 
area, and it is important to note that the disease is by no means 
confined to females. Four of five cases reported by one author 
involved males, in whom the genital lesions took the form of 
scrotal ulcers. The causation is still obscure, but the authors 
suggest a possible relationship to the other lesions that have a 
genito-oral distribution, such as leukoplakia, atrophic meno- 
pausal changes, and certain manifestations of hypovitaminosis. 
In the differential diagnosis it must be appreciated that the 
individual lesions are in no way distinctive. The criteria for 
diagnosis are the recurrent appearances of typical lesions in 
two of the three sites, other causes having been excluded, The 
conditions known as ulcus vulvae acutum (Lipschutz 1923), 
periadenitis mucosa necrotica recurrens (Sutton 1939), and 
aphthosis (or aphthous mucosal ulceration) are identical with 
the genital and oral lesions of Behcet’s syndrome. Treatment 
with cortisone and corticotropin in four of the cases reported 
here led to unusually long periods of remission, and exacerba- 
tions, when they have occurred, have been notably diminished 
in severitv. The correct policy to adopt regarding these drugs 
is not yet clear. 


Acute Pancreatic Necrosis and Its Sequels. H. Wildegans. 
Chirurg 26:52-57 (Feb.) 1955 (In German) |Berlin, Germany]. 


Wildegans says that of 205 patients with acute pancreatic 
necrosis (excluding those of traumatic origin) 91% had acute 
or chronic calculous cholecystitis and 7% had choledocho- 
lithiasis. Calculi were detected by endoscopic or cholangiographic 
examination in the papilla or the choledochus in 14 of 44 pa- 
tients who were operated on during the interval. Cholangiograms 
indicated that biliopancreatic reflux is rather frequent. Severe 
biliary colics had preceded the acute pancreatic necrosis 10 
nearly all cases. It is assumed that this indicates that the neuro- 
vascular and neuromuscular disturbances during the attacks in- 
crease the glandular activity, hinder the excretion of pancreatic 
juice, and, by way of angiospasm and stasis, produce anoxemic 
foci and destruction of parenchymal ceils. During the most 
active phase of pancreatic function, that is, during digestion, 
autoactivation of the ferments may result from additional vagal 
stimuli or a part of the trypsin may be given off in the active 
form, so that it acts directly on the impaired parenchyma. The 
role of circulatory diturbances caused by arteriosclerosis or by 
arterial and venous thromboses is especially evident in cases 
in Which acute pancreatic necrosis develops after ligature of 
the pancreaticoduodenal artery in gastroduodenal resection. A 
series of predisposing factors usually seems responsible fur acute 
pancreatic necrosis. Pancreatic edema is a preliminary condi- 
tion that may regress or advance to an extensive necrosis. This 
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was demonstrated during the era when early operations were 
advocated for pancreatic necrosis. In the cases reviewed by 
Wildegans, 70% of the patients were women, and the ages 
ranged from 20 to 83, but nearly three-fourths of the patients 
were over 50 years of age. The determination of amylase in 
blood and urine must be done at the height of the attack; single 
determinations are subject to error, and amylase values have 
no prognostic significance. The diastase test may be valuable, 
provided sources of error are considered. Hyperglycemia is 
usually in the moderate range, because not only the blood 
sugar-reducing but also the blood sugar-increasing cells are 
damaged. It is suggested that the average general hospital is not 
equipped to perform the rather complicated tests for lipase. As 
regards treatment, the author says that patients were first sub- 
jected to conservative treatment. To insure rest for the pan- 
creas, no food or fluid was given by mouth for several days and 
the gastric contents were aspirated to restrict the formation of 
secretion. All drugs likely to increase secretory functions were 
avoided. Insulin was given only if diabetes was present. The 
fluid and caloric requirement were met by drip infusions or 
transfusions. Blockage of the sympathetic with procaine hydro- 
chloride may be used to counteract the pain, but it should not 
be induced during shock. In 22 of 205 patients laparotomy was 
done because perforation of a peptic ulcer, cholecystitis, or ileus 
was suspected. Cholecystectomy and choledochotomy, some- 
times with inspection of the pancreas, were performed as inter- 
val operations (from 10 to 45 days after the acute attack) in 
66 patients, with 59 cures. Forty of the 205 patients died (a 
mortality of 19.5%). Some of the causes of death are listed. 
Abscesses of or near the pancreas were observed in nine patients 
after acute pancreatic necrosis, and pseudocysts occurred in 7 
cases. Among 55 patients who were reexamined without having 
been subjected to correction of biliary disturbances, 14 experi- 
enced a recurrence of acute pancreatic necrosis after intervals 
ranging from 3 weeks to 20 months. Of nine who later con- 
sented to surgical treatment seven were cured and two died. 
Four patients experienced relapses despite operation during an 
attack-free interval. 


Mortality Study of Young Diabetic Patients. D. W. Ortmeyer 
and R. L. Jackson. J. lowa M. Soc. 45:137-144 (Feb.) 1955 
Moines, lowa]. 


The clinical impression that children from poorly integrated 
family units have particular difficulty in maintaining a high 
level of control of their diabetes led the authors to review the 
records of 411 juvenile diabetic patients observed at the State 
University of lowa pediatric clinic from 1920 to 1950 and to 
analyze the case histories of the 40 who died. The causes of 
death were studied in relation to the clinical course of the dis- 
ease and the social and economic status of the patients. Control 
of the disease was rated as good—very occasional glycosuria 
and maintenance of blood sugars within a normal range; fair— 
minimal glycosuria in from 50 to 60% of urine samples and 
a normal or slightly elevated blood sugar range; or poor-—con- 
tinual gross glycosuria and elevated blood sugar levels. The 
factors taken into consideration in determining the patient's 
social status included the home and community environment as 
related to the stability of the home, the emotional adjustment 
of the patient and his family to the disease, and the influence 
of other diabetics in the immediate family. Economic status 
was considered poor if the family was unable to provide ade- 
quate food, clothing, shelter, and/or insulin for the patient; fair 
if it was able to provide only those basic needs; and good if 
it was able to provide appreciably more. The date or cause of 
death could not be accurately determined in 12 cases; in the 
other 28, the causes of death were infection, 11; diabetic acido- 
sis, 8; kidney disease of the Kimmelstiel-Wilson type, 3; tuber- 
culosis and accidents, 2 each; and hypoglycemia and vascular 
accident, one each. Infection or diabetic acidosis accounted for 
most of the deaths in patients who had had diabetes for less 
than 10 years, but in those who had had it for more than 10 
years 40% of the deaths were due to cardiovascular-renal dis- 
ease. The fact that there have been only two deaths due to in- 
fection since antibiotic therapy came into general use seems to 
show that infection is no longer important as a cause of death. 
The level of control was generally poor to fair. Most of the 
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patients had poor social and economic backgrounds and this, 
combined with lower levels of intelligence (31% of 29 patients 
tested had I1Q’s that were below normal), was presumably a factor 
in their inability to maintain fair to good control of their dis- 
ease. Juvenile diabetic patients should be helped to attain as 
high a level of contro}! as possible; in particular, care should be 
taken to prevent frequent insulin reactions, especially severe 
hypoglycemic episodes, because of the damage that may be done 
to the brain. Autopsy findings in three of these patients showed 
permanent brain damage resulting from frequent episodes of 
severe hypoglycemia. The familial incidence of diabetes in this 
series was 53.8%, and 25.6% of the patients reported its pres- 
ence in members of their immediate family. 


Clinical Experiences with Cortisone in Treatment of Acute In- 
fectious Diseases. H. Gros and W. Tilling. Deutsche med. 


Germany}. 


Cortisone and hydrocortisone were given a therapeutic trial 
in 24 patients with severe acute infectious diseases. Twelve pa- 
tients had typhoid, three patients had severe pyelitis, one 
bilateral micrococcic (staphylococcic) pneumonia, one meningo- 
coccic Meningitis, one postenteritic Reiter's syndrome, one serum 
disease, and three severe infectious mononucleosis. The patients 
with typhoid were given combined treatment with glucocorti- 
coids, antibiotics (preferably chloramphenicol) and arterenol 
(norepinephrine). Cortisone was given orally in doses of 100 to 
150 mg. daily for three days; the intramuscular route was used 
only in somnolent patients. The average time of recovery in 
patients given the combined treatment was 36 days, as compared 
to 38 days in those treated with chloramphenicol alone. There 
were two recurrences in the group of patients given combined 
treatment and two recurrences in patients treated with chloram- 
phenicol alone. Temperature was restored to normal within six 
hours to two days in patients who received glucocorticoids and 
chloramphenicol, as compared to two to three days in those 
treated with chloramphenicol alone. The occasionally lifesaving, 
and always impressive, antitoxic and antifebrile effect of corti- 
sone in these patients was unspecific and was obtained with 
small doses and frequently in the shortest time. In general the 
local process of the disease ran its own course independently 
of that of the general disease process, and, therefore, re- 
quired adequate antibiotic therapy. The patient with micrococcic 
pneumonia and extensive pulmonary hepatization was treated 
with a penicillin-streptomycin preparation (Supracillin), oxy- 
tetracycline (Terramycin) and cortisone; decisive improvement 
in the general condition occurred within 36 hours, while the 
severe pulmonary condition remained unchanged for 10 more 
days. Complete recovery resulted within one month. Similar 
satisfactory improvement in the general condition was observed 
in the patients with pyelitis, meningitis, Reiter's syndrome, 
serum disease, and infectious mononucleosis. Two patients with 
refractory cavitary pulmonary tuberculosis were given 100 mg. 
of cortisone daily for four weeks in addition to streptomycin 
and isoniazid; there was significant improvement in the patients’ 
general condition, with increase in body weight up to 22 Ib. 
(10 kg.). The pulmonary condition showed only insignificant 
improvement, but further bacillary dissemination did not occur. 
Undesirable side-effects of cortisone therapy were not observed 
in the 24 patients. 


Acute Intoxications. G. Omland. Nord. med. 53:153-157 (Jan. 
27) 1955 (In Norwegian) |Stockholm, Sweden]. 


From 1950 to 1953, 1,205 patients with acute intoxication 
were admitted to the medical departments of Ulleval Hospital 
and constituted 5% of all admissions. There is an average of 
one new case of acute intoxication daily in Oslo. Most of the 
intoxications are due to barbiturates, often taken with suicidal 
intent. Cases of alcohol intoxication are numerous. The mor- 
tality, while high, has been reduced by the present-day treat- 
ment, which includes use of antibiotics prophylactically against 
pneumonia, administration of oxygen in superficial respiration 
and cyanosis, adequate fluid therapy, and establishment of free 
and clean air passages. It is suggested that the treatment of acute 
intoxications should be centralized, as in Copenhagen, since 
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trained personnel and some special equipment are necessary and 
the best possible psychiatric assistance should be available for 
the patients. 


The Importance of Geriatrics in Industrial Medicine. R. T. 
Johnstone. J. Am. Geriatrics Soc. 3:117-119 (Feb.) 1955 
|Baltrmore}, 


Johnstone feels that the implementation of a sound geriatric 
program in industry is going to be difficult because of those who 
intentionally or unintentionally create road blocks. No geriatric 
program in industry can be successful without the cooperation 
of the physicians in general practice, many of whom are not 
sufficiently aware of the program of industrial medicine and of 
its importance. Management is often a road block. Although 
during the world war the older worker was praised for his low 
absenteeism and his sense of loyalty, responsibility, and experi- 
ence, with the return of the more vigorous worker the older 
one was discarded. There are exceptions, in that some large 
industries, with wise medical direction, make efforts to retain 
their older workers. Discharging the older worker after he has 
been absent due to illness is too common. When he requests a 
lighter job, he is told: “We just don’t have any light jobs.” As 
to hiring a new worker 45 years of age or more, management 
often believes it is unprofitable to employ them because of the 
investment in training for a new job. Pension plans constitute 
a frequent reason for the refusal to hire the aging applicant. 
The third road block is found in the attitude of labor. As one 
who for nearly 20 years has been concerned with occupational 
medicine, the author has a deep appreciation of the benefits of 
intelligent unionism. On the other hand his relations with the 
individual workers revealed that unions often create hardships 
tor the members they supposedly defend. The union’s position 
regarding seniority, down-grading, reassignment of work, and 
other rigid principles may seem just to its membership in the 
aggregate, but the failure to relax for individual cases cannot 
be supported. The unions’ unwillingness to compromise in cer- 
tain situations creates a hardship, especially for an older worker. 


Carbohydrate Diet for Patients with Duodenal Ulcer: Observa- 
tions on Pathogenesis of Duodenal Ulcer. H. J. N. Dekkers. 
Nederl. tijdschr. geneesk. 99:176-182 (Jan. 15) 1955 (In Dutch) 
|Haarlem, Netherlands]. 


Dekkers is of the opinion that the pain of duodenal ulcer 
is mostly due to the action of hydrochloric acid on the base 
of the ulcer. The pain starts when the pylorus opens and the 
stomach empties itself; it continues until the stomach is empty. 
For this reason Dekkers refers to it as “emptying pain.” In 
obtaining exhaustive histories from patients with duodenal 
ulcers, the author learned that there is no pain on awakening 
in the morning, while the patient washes, shaves, and dresses, 
when the stomach is definitely empty. Pain always occurs in 
exact relationship to meals and is dependent on the composition 
of the meal, that is, it occurs after meals containing generous 
amounts of proteins and fats (milk, cheese, bacon, meat, etc.). 
After such meals pain occurs in the evening and even at night. 
These nocturnal pains are emptying pains, not hunger pains. 
That this pain can be controlled by taking warm milk is due to 
the fact that this new food intake arrests the emptying process 
and closes the pylorus. The most logical treatment for this 
emptying pain is a diet that will pass through the stomach 
without causing much hydrochloric acid secretion. This is 
accomplished by a diet that contains mostly carbohydrate, but 
minimal amounts of fat and protein. Dekkers prescribes water 
or tea with sugar, rusk, or dry white bread, syrup, jam or 
honey, rice, fruit juices, potatoes, greens cooked in water or 
raw with sugar and lemon, and the whites of one or two eggs. 
Even if the caloric content of this diet is somewhat low, it 
can be tolerated for a few weeks. Meat, fish, milk dishes, 
cheese, oil, butter, and egg yolks are excluded. The patient often 
objects to this diet, because it contains no eggs or milk, which 
previously had usually been prescribed in large amounts. The 
author has used this diet in 68 patients, and 22 of them reacted 
favorably without any other treatment. Thirty-seven others 
who also reacted favorably requested that they be given antacid 
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powders, because they believed that dietetic treatment alone 
could not be successful. In five patients the diet proved ineffec- 
tive. In those in whom the diet proved effective improvement 
was usually evident within a few days, or at the latest after two 
weeks. The author stresses that the interdigestive cephalic 
(nocturnal) secretion of hydrochloric acid is of much less 
importance than the alimentary (gastric) secretion. Contrary 
to current opinions, he feels that alimentary factors are prob- 
ably more important in the genesis of ulcers than are psycho- 
somatic factors. 


Esophageal Reflux in Simple Heartburn. C. A. Flood, J. Wells 
and D. Baker. Gastroenterology 28:28-33 (Jan.) 1955 [Balti- 
more}. 


Thirty-three patients without hiatus hernia who complained 
of substernal burning were examined by esophageal intubation. 
Of the 33 patients, 25 had heartburn, which, at times, occurred 
almost every day; 7 patients noted heartburn from one to 
several times a week. After the preliminary administration of 
0.5 cc. of histamine diphosphate subcutaneously, the tube was 
passed orally until the tip lay in the esophagus at a distance of 
30 cm. below the incisor teeth. With the patient in the recum- 
bent position and with the head slightly lowered, periodic 
aspiration of the esophagus was carried out for 10 minutes 
and the contents tested for free hydrochloric acid. Reflux of 
hydrochloric acid from the stomach into the esophagus was 
observed in 17 of the 33 patients, i. e., in approximately 50% 
of the patients with heartburn. In a group of 52 control 
patients in whom heartburn was a rare or infrequent symptom, 
the incidence of acid regurgitation, using the same technique, 
was less than 5%. Regurgitation into the esophagus in the 
course of radiological examination of patients with heartburn 
was Observed only infrequently; esophageal reflux was slight 
and transitory when it occurred. In a previous study by the 
authors using the same methods, evidence of esophageal reflux 
was shown by intubation in approximately 50% of patients 
with hiatus hernia, or essentially the same incidence as in 
simple heartburn. Radiological examination, however, also re- 
vealed reflux in about half of the patients with hiatus hernia; 
reflux of barium from the stomach was much more common 
and more pronounced than in patients without hiatus hernia. 
These results suggest that the presence of a tube in the esopha- 
gus tends to induce regurgitation from the stomach in persons 
without hiatus hernia who suffer from heartburn. This effect 
may be largely attributable to gagging; almost all patients 
gagged somewhat during the test. Gagging appeared to take 
place as frequently in patients in the control series in whom 
esophageal reflux was uncommon as in patients with heartburn. 
This suggests that other factors are also significant in persons 
with heartburn. Changes in the tone and activity of the smooth 
muscle in the region of the cardia and lower esophagus may 
be responsible for this difference. In relation to the possible 
mechanism of reflux in patients with hiatus hernia as well as 
in simple heartburn, the factors that may influence the com- 
petency of the so-called sphincteric mechanism at the lower 
end of the esophagus include the degree of acuteness of the 
esophagogastric angle, vhich may act as a one-way valve, 
and the degree of support of the lower end of the esophagus 
afforded by the crura of the diaphragm. Intra-abdominal pres- 
sure and the tone and peristalsis of the stomach and lower 
esophagus also may play a part. Relative incompetence of the 
cardiac sphincter may occasionally result from the repeated 
mechanical stress of the act of belching on the structures in the 
region of the cardia, since belching was a common symptom 
in these patients. 


The Diagnostic Value of Needle Biopsy of the Liver. J. Ward, 
H. Ulevitch and L. Schiff. Gastroenterology 28:34-38 (Jan.) 
1955 [Baltimore]. 


In the course of 10 years 1,114 needle biopsies of the live 
were performed on 1,000 patients at the Cincinnati General 
Hospital. Microscopic examination of needle specimens from 
the liver confirmed the clinical diagnosis in 492 patients 
(49.2%), corrected it in 247 patients (24.7%), were noncon- 
tributory to diagnosis in 16.6%, misleading in 3.5%, and in- 
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adequate in 6% of the patients. The diagnostic value of liver 
biopsy was demonstrated particularly by the following data. 
The clinical diagnosis was incorrect and biopsy positive in 39 
(19.3%) of 202 patients with cirrhosis, in 28 (18°) of 156 
patients with hepatitis, in 13 (15.99%) of 82 patients with neo- 
plasm of the liver, in 12 (21.8%) of 55 patients with obstruc- 
tive jaundice, in 55 (64%) of 86 patients with fatty vacuolation 
of the liver, and in 15 (34.9%) of 43 patients with granulo- 
matous disease of the liver. The biopsy findings influenced the 
choice of therapy. This was true not only of those patients 
in whom the diagnosis was corrected as a result of the biopsy 
but also in many of those in whom biopsy confirmed the clinical 
diagnosis and led to a more resolute course of treatment. No 
death occurred as a result of liver biopsy. 


Some Clinical Observations on Treatment of Pernicious Anemia 
by Oral Administration of Vitamin B... F. Bonati. Gior. clin. 
med. 35:1405-1413 (Nov.) 1954 (In Italian) [Bologna, Italy]. 


Bonati reports his results in four patients with pernicious 
anemia to whom he administered orally a preparation, Bifacton, 
containing vitamin B,. and concentrated intrinsic factor. Two 
patients received daily for 25 and 22 days four tablets of the 
preparation, each containing the equivalent of one-half U.S. P. 
oral unit of bifacton. The third patient was given three such 
tablets and the fourth two for 30 days. A marked response of 
the reticulocytes followed with an increase of the erythrocytes. 
At the end of the treatment the blood picture was normal in all 
except one patient and the megalocytosis had disappeared. The 
therapy was ineffective in one patient, probably because a 
marked gastritis and pellagra-like phenomena of dysvitaminosis 
were present. After he was given liver extract parenterally, 
the erythrocytes increased and the hyperchromia disappeared. 
This case confirms the existence of patients who are relatively 
refractory to this oral therapy. It is therefore necessary to 
check all patients carefully before instituting the therapy, 
especially those whose blood condition is poor. Although less 
powerful and slower acting than liver administered parenterally, 
bifacton permits the absorption and the use of vitamin By 
through the digestive tract. Earlier works had proved that the 
intrinsic factor potentiates the effects of vitamin By» admin- 
istered orally to persons with pernicious anemia. Thus the way 
in which the patient responds to the oral administration of the 
vitamin is a consequence of the amount of intrinsic factor 
that is present in the patient’s gastric juice. 


Sporadic (Periodic) Paralysis: Report of a Case. R. C. Painter. 
New England J. Med. 252:213-216 (Feb. 10) 1955 [Boston]. 


The occurrence of sporadic (periodic) paralysis is reported 
in a 58-year-old farmer with pain and weakness, of one week's 
duration in both thighs, the right calf, and both shoulders who 
was admitted to the Deaconess Hospital in Grand Forks, N. D. 
He had had previous similar attacks yearly for three years. At 
no time had there been any dysphagia, loss of sphincter control, 
diplopia, or respiratory difficulty. There was a history of poly- 
dipsia and polyuria of several months’ duration. The patient 
was unable to walk on either his heels or toes and could walk 
a straight line only with great difficulty. The Romberg sign 
was absent. He was unable to sit up from a supine position 
without turning on his side and using both arms. There were 
no sensory changes; the tendon reflexes were present, though 
somewhat decreased, and there were no abnormal reflexes. 
Muscle examination failed to show any fasciculations, but there 
was definite weakness of the left shoulder girdle and both 
pelvic-girdle muscle groups. The blood sedimentation rate was 
44 mm. in one hour. As the weakness became more pronounced, 
serum potassium determinations were performed and revealed 
hypopotassemia. Electrocardiographic studies revealed changes 
typical of hypopotassemia, with a depression of the ST segment 
in leads | and V; and with low to flat T waves in all leads. 
Oral administration of potassium was started with 4.5 gm. 
given daily in three divided doses. The patient's response was 
gratifying, for the day after therapy was instituted he was able 
to walk and to lift his arms over his head. The serum potassium 
level rose slowly, and the electrocardiograms showed normal 
tracings before the potassium content of the blood became 
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normal. A glucose tolerance test on the fifth day of therapy, 
when the serum potassium level was still low, revealed a dia- 
betic curve with a blood sugar level of 200 mg. per 100 cc. 
after 2 hours. A urea clearance test was within normal limits. 
Several attempts at reproducing the symptoms by use of a low 
potassium diet, high glucose intake, and insulin given sub- 
cutaneously, were unsuccessful, and the patient was dismissed 
after nine days of hospital stay. The blood sedimentation rate 
was 15 mm. after complete recovery. After discharge from the 
hospital he did not receive supplemental potassium therapy 
orally, and despite this he had no recurrence of symptoms and 
was carrying on normal activities when seen five and one-half 
months later. The author’s patient fulfilled the criteria for 
diagnosis of sporadic (periodic) paralysis by presenting the 
clinical characteristics of recurrent ep:sodes of flaccid mus- 
cular paralysis, depression or loss of deep reflexes, loss of 
excitability to electric stimulation of nerves and muszles, normal 
sensory perception, retention of consciousness without altera- 
tion of sensorium during the attacks, depression of serum 
potassium level during the attack, and cessation or relief of 
the attack after potassium therapy. Several other features are 
significant enough for further emphasis: the age of the patient 
was relatively late for first onset of symptoms; the gradual 
onset and cessation of symptoms that never culminated in 
complete paralysis were unusual; and the symptoms of poly- 
dipsia and polyuria before and during the acute attack that 
were completely relieved by adequate therapy and cessation 
of the attack had been described by other workers, who did 
not perform a glucose tolerance test. The prolonged interval 
between onset and cessation of symptoms in the author’s 
patient made it possible to perform such a test on the fifth 
day of therapy, when the serum potassium level was. still 
relatively low; the curve was abnormal but reverted to normal 
two months later. These facts seem to support the theory of 
abnormal carbohydrate metabolism as an important factor in 
the causation of the syndrome of periodic paralysis. 


Evaluation of Resistance to the Psychosomatic Approach. V. P. 
Mahoney. J. M. Soc. New Jersey 52:70-76 (Feb.) 1955 [Trenton, 
N. J.]. 


The resistance to accepting mental disturbance as a factor in 
somatic complaints is partly explained by the patient’s fear 
of being branded a “neurotic” and by his attitude toward mental 
illness. Another source of resistance may lie in the physician 
himself, when he assumes that people with psychosomatic 
symptoms are immature and inadequate. This is often errone- 
ous. A glance at those around us with psychosomatic symptoms 
will demonstrate this; they have a problem in only part of 
their personality. The psychosomatic symptom does not neces- 
sarily signify an immature personality. It may signify the oppo- 
site. Thus one man may become angry, keep his temper under 
check, and have a headache, while another may burst into 
violent rage. Certainly the latter is more infantile. It would be 
helpful if the physician approached mental problems with this 
thought: “no matter how illogical the behavior of the patient 
seems to be, in his own mind it is justifiable and answers a 
purpose.” The physician does not concur with the patient’s 
reasoning, but he tries to understand why he thinks, feels, or 
acts as he does. After a diagnostic study and establishment of 
a good relationship with the patient, the physician may feel 
sure that there is a psychosomatic problem; however, the 
patient may repeatedly assert, “I understand what you are 
trying to get at, but nothing is bothering me except the symp- 
toms.” There is certainly nothing wrong with treating this 
patient symptomatically with analgesics, antispasmodics, or 
sedatives. It may take the patient six months to a year to accept 
the idea. Perhaps some acute stress in his environment will 
convince him. In connection with the question of whether the 
physician can help the patient who will discuss his problems, 
the author points to the position of authority the physician 
has and to his understanding of such common problems as 
marital difficulties, health and economic insecurity, feelings of 
loneliness, familial needs, and parental conflict. Many patients, 
given knowledge of their behavior by the physician, have good 
enough personality function left to utilize this knowledge and 
can help themselves. 


J.A.M.A., May 21, 1955 


SURGERY 


Bullet Wound of the Left Ventricle. T. W. Inmon and B. E. 
Pollock. Am. Heart J. 49:459-466 (March) 1955 [St. Louis]. 


An unusual opportunity to study an extensive myocardial 
injury by direct inspection and thereafter to follow the course 
with serial electrocardiograms was presented to the authors by 
a patient who sustained a high velocity bullet wound of the 
lateral aspect of the left ventricle. The patient, a 28-year-old 
Negro soldier, was admitted to Letterman Army Hospital and 
taken directly to the operating room, where the wound of 
entrance was found to be in the fourth left intercostal space 
about 4 cm. lateral to the edge of the sternum. The wound of 
exit was in the left eighth intercostal space posteriorly 7 cm. 
from the spine. The patient was conscious but in mild shock, 
with a blood pressure of 80/40 mm. Hg. Breath sounds were 
normal in both lung fields; there was no evidence of abdominal 
injury; and the patient’s general condition appeared to be satis- 
factory for immediate surgical intervention. The chest was 
therefore opened through an incision in the fourth left inter- 
costal space, and, when the heart was exposed, it was seen that 
the course of the bullet had been tangentially through the outer 
wail of the left ventricle just lateral to the anterior descending 
branch of the left coronary artery. The left ventricular cavity 
had not been entered. The wound in the myocardium was 
circular, about 4 cm. in diameter, and involved most of the 
thickness of the wall of the left ventricle. It was too large to 
be closed by suture, and a free pericardial graft was therefore 
sutured into place over the defect in the cardiac wall. The 
patient stood the operation well, and his blood pressure at the 
end of it was 140/75 mm. Hg. A lesion believed to represent 
a localized lung abscess in the wound tract developed during 
the postoperative period. The patient’s temperature rose to 
100.5 F, and he had low-grade fever for 18 days. Antibiotics 
were administered, and pleural drainage, which had been in- 
stituted at the time of the operation, was continued. Serial roent- 
genograms demonstrated gradual clearing of the lung abscess 
and the antibiotic medication was eventually discontinued with- 
out any recurrence of symptoms or signs of infection. Serial 
electrocardiograms taken throughout the hospital course re- 
vealed evidence interpreted as showing damage to the antero- 
lateral aspect of the myocardium, and were thus in harmony 
with the anatomic facts demonstrated at operation. The patient’s 
clinical recovery was complete, and after a psychiatric study 
prompted by the fact that his behavior during convalescence 
was schizoid, he was discharged from the Army and left the 
hospital. 


Tricuspid Stenosis and Constrictive Pericarditis in One Patient 
Successfully Treated by Simultaneous Valvulotomy and Peri- 
cardectomy. H. Krook, G. Biérck and H. B. Wulff. Am. Heart J. 
49:467-471 (March) 1955 [St. Louis]. 


Clinically significant tricuspid stenosis is rare, and its clinical 
diagnosis is often overlooked because it usually occurs in com- 
bination with other more important valvular lesions, mostly of 
rheumatic origin. Isolated lesions of the tricuspid valve may be 
seen in congenital defects like Ebstein’s disease or tricuspid 
Stenosis or atresia. Long-standing right ventricular failure may 
also result in functional tricuspid regurgitation. The clinical 
findings in isolated tricuspid stenosis are isolated enlargement 
of the right atrium and symptoms simulating right-sided cardiac 
failure or constrictive pericarditis, with neck-vein engorgement, 
enlargement of the liver, jaundice, ascites, peripheral edema, 
and cyanosis. Tricuspid stenosis, like mitral stenosis, can be 
effectively treated by commissurotomy. Two cases have been 
reported in which patients with combined rheumatic mitral and 
tricuspid stenosis were treated first with mitral and later with 
tricuspid commissurotomy; in neither case was the tricuspid 
Stenosis diagnosed until after the mitral stenosis had been 
relieved. Another patient, a 24-year-old farm laborer treated 
by the authors, was found to have constrictive pericarditis in 
combination with tricuspid stenosis. He had no evidence of any 
other valvular lesion and no history of rheumatic fever. His 
illness, which began with dyspnea on exertion, palpitation, and 
occasional syncopal episodes, progressed gradually until at the 


Vol. 158, No. 3 


time of his admission to the hospital he had ankle edema, 
ascites, nycturia, and a nonproductive cough. Cyanosis and 
atrial fibrillation were found on examination at the hospital, 
but no murmurs and no dyspnea at rest. Cardiac studies led 
to a diagnosis of constrictive pericarditis and the decision to 
attempt pericardectomy. A large structure behind and to the 
right of the heart, which was visible in the radiographs, proved 
at operation to be a grossly enlarged right atrium partly sur- 
rounded by a calcified pericardium. The pericardium was re- 
moved, and access to the interior of the atrium was secured 
through the right auricular appendage. The tricuspid orifice was 
found to be strictured, admitting only the tip of the little 
finger; the stenosis, however, could be easily relieved by splitting, 
and a considerable widening was secured, followed by a decrease 
in the size of the large right atrium. The patient’s improvement, 
which progressed slowly during the first two months after the 
operation, was considerable by the end of five months; he no 
longer had cyanosis, edema, or ascites; his liver was almost 
normal in size; his venous pressure, which had been elevated, 
was normal again; and cardiac catheterization showed no 
abnormalities. 


Treatment of Perforated Gastroduodenal Ulcer and Its Im- 
mediate Results. W. H. A. Quast. Surg., Gynec. & Obst. 100:303- 
308 (March) 1955 [Chicago]. 


Quast discusses the results obtained between 1938 and 1954 
in 344 patients admitted with perforated gastroduodenal ulcers 
to the surgical department of the University Clinic of Groningen, 
in the Netherlands. The diagnosis was certain in 341 cases, 
uncertain in 3. The latter were elderly people, in whom the 
diagnosis may sometimes be difficult. Suture was employed in 
170 patients, primary resection in 153, nonsurgical treatment 
in 17, and no treatment was given in 4 cases. Primary resection 
is the method of choice in the Groningen Clinic, and the results 
obtained clearly demonstrate why it is. The mortality rate in 
primary resection was only 3.2%, whereas it was 24% with 
suture and 23.5% with nonsurgical treatment. The author feels 
that resection is justified under the following conditions: the 
patient’s general condition is good, the local abdominal condi- 
tion allows of resection, the time between perforation and 
operation does not exceed 12 hours, the patient’s age is not 
over 60, and the operator is a skilled gastric surgeon. If these 
requirements are met the results are good and reoperation is 
avoided. Since the introduction of antibiotics the mortality from 
perforated peptic ulcers has been reduced at the Groningen 
Clinic from 37.7% to 8.7%. Better preoperative and postopera- 
tive aids and improved anesthesia also account for improvements 
in the therapeutic results. 


The Place of Vagotomy in Gastrointestinal Surgery. A. D. 
Beattie. J. Internat. Coll. Surgeons 23:139-160 (Feb.) 1955 
{Chicago}. 


The history of vagotomy is reviewed, through its first popu- 
larity and subsequent period of disfavor, which was occasioned 
by improper indications and technique and which is only now 
disappearing as long-term results prove the value of the opera- 
tion. Beattie describes his own technique of vagotomy. Although 
the proper treatment of duodenal ulcer is undoubtedly a medical 
one, the failure of medical treatment in some cases results in 
chronic ulceration, which should be treated by vagotomy com- 
bined with some procedure to prevent the otherwise inevitable 
pylorospasm that follows it. Vagotomy, if used early enough, 
is also valuable in the treatment of intractable high ulcers of 
the lesser curvature and of secondary ulceration following in- 
adequate gastrectomy or ill-judged gastroenterostomy. It has a 
place in the treatment of prolapse of the pyloric mucosa and 
is occasionally useful in other and even rarer conditions asso- 
ciated with abnormal gastric acidity. Its use cannot logically be 
defended in chronic gastric ulcer or diseases of the colon. The 
psychic condition of the patient must be taken into account, 
since the results of any gastric Operation are poor in psycho- 
neurotics. 
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Total Gastrectomy for Cancer: Clinical and Statistical Findings 
of Immediate and Late Results in 94 Patients. S. Chieppa. 
Minerva chir. 9:1106-1110 (Dec. 15) 1954 (In Italian) [Turin, 
Italy]. 


Ninety-four total gastrectomies for cancer were performed at 
the surgical clinic of the University of Bologna from October, 
1948, to April, 1954. These interventions constituted 24% of 
all operations that were performed for cancer of the stomach 
at the clinic during that time. The abdominal approach was used 
in 30 patients and the combined thoracoabdominal approach in 
64. The latter gave better results. In all the patients except two 
an antecolic end-to-side esophagojejunostomy with a side-to-side 
jejunojejunostomy 10 to 15 cm. from the esophagojejunal anasto- 
mosis was performed. Twenty-five patients did not survive the 
intervention, and seven died soon after they were discharged. 
Autopsy, which was possible in 19 instances, revealed that death 
was due to peritonitis in 10 patients, hemoperitoneum in one, 
pleuropulmonary complications in 2, cardiovascular insufficiency 
in 4, multiple liver abscesses in one, and ileus paralyticus, prob- 
ably owing to section of the vagus nerves, in one. Dehiscence of 
the anastomotic sutures is still the commonest cause of death. 
Of the 62 patients who survived the operation, 38 died for 
reasons that were classified as “neoplastic relapse,” 10 could 
not be followed, and 16 were still living at the time of writing. 
A jejunostomy was performed in one of these because of signs 
of relapse in the esophagojejunal anastomosis, and in one 
metastasis had appeared eight months after the intervention. 
Eleven of the other 14 replied to a questionnaire concerning 
their digestive function, digestive apparatus, body weight, and 
working capacity. From the functional standpoint, the patients 
had become adapted to the absence of the stomach in a rela- 
tively short time and without grave difficulties. The condition 
of the esophagus emptying into the anastomosed jejunal segment 
did not result in marked disturbances of nutrition or assimilation. 
Five patients were gainfully employed, three were performing 
light work, and three were totally incapacitated. These results 
are not unlike those reported by other authors who used the 
afore-mentioned techniques for total gastrectomies. 


Stenosis of Fibrous Tendon Sheath of Flexor Pollicis Longus 
in Children. J. Mulier and F. Willemijns. Maandschr. kinder- 
geneesk. 23:29-32 (Jan.) 1955 (In Dutch) [Leiden, Netherlands]. 


Mulier and Willemijns present the histories of five chil- 
dren with stenosis of the tendon sheath of the flexor pollicis 
longus, a condition that has been described also under such 
terms as “Snapping thumb” or “trigger thumb.” In children the 
outstanding symptom is not so much the “snapping” or “jump- 
ing” of the thumb but rather an apparent flexion contracture 
of about 140 degrees in the interphalangeal joint. In two of the 
five children presented here, the flexion contracture could not 
be passively relieved; in two cases this was possible, and in 
one case contracture occurred intermittently. Since conservative 
treatment is ineffective, surgical treatment was carried out in 
all five children and resulted in complete recovery. The opera- 
tion consists in cutting the fibrous tendon sheath along a trans- 
versal skin incision at the level of the metacarpophalangeal joint. 
The authors believe that the stenosis of the tendon sheath is of 
congenital rather than of traumatic origin. The occurrence of 
this defect in young nurslings, in twins, and bilateral occurrence 
suggest a congenital origin. 


Splenic Infarcts Associated with Hypoxia. J. P. Jernigan, J. C. 
Cooley, W. L. Peterson and C. FEF. Engel. J. Aviation Med. 
26:29-34 (Feb.) 1955 [St. Paul}. 


Jernigan and associates present observations on 11 patients in 
whom an acute intra-abdominal syndrome developed during 
flight at high altitude. Six of the 1! cases had been previously 
reported. Of the other five, three were observed and treated by 
these authors and two were treated at another Army hospital. 
The symptoms in all cases were initiated by pain in the upper 
abdomen within four hours after takeoff, and this was uniformly 
followed by nausea and vomiting. Examination revealed left 
upper quadrant tenderness and left costovertebral angle tender- 
ness. The peritoneal rebound phenomenon was frequently pres- ; 
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ent within 48 hours. All patients had elevated white blood cell 
counts that increased with a rising temperature when the process 
progressively became worse. Positive tests for the sicklemia trait 
were obtained in seven cases. The original idea that sicklemia 
trait was always one of the causative factors contributing to 
infarction of the spleen during flight has not been substantiated. 
Sickling could not be demonstrated in three patients of this 
series, despite repeated examination of the peripheral blood. 
fhus hypoxia associated with high altitude is the only constant 
factor remaining from the original concept of causation. Roent- 
genographic studies frequently were helpful in the diagnosis by 
showing localized left upper quadrant ileus, but splenic enlarge- 
ment could not always be demonstrated. Splenectomy is gen- 
erally necessary in the treatment of such cases, and it is believed 
that such a decision can be made within 48 hours. Early opera- 
tion will prevent complications. In 2 of the 11 patients no 
operation was performed. All 11 patients recovered and could 
return to full duty. 


The Extracellular Fluid Response to Surgical Treatment. J. C. 
Kovach, B. R. Heinzen and M. Pifer. J. Internat, Coil. Surgeons 
23:209-220 (Feb.) 1955 [Chicago]. 


The first large study of changes in the extracellular fluid 
volume in surgical patients was performed in 53 subjects. About 
S00 determinations of the extracellular fluid volume were made 
with the authors’ inulin technique. It was concluded that the 
preoperative extracellular fluid volume is a very sensitive index 
of the “water-electrolyte” status of the patient. In those patients 
in whom operative trauma is sufficient to surpass the “stress 
trigger point” there normally occurs an increase in the extra- 
cellular fluid volume of from 2,000 to 8,000 ml., or from 3 to 
9° of the total body weight. Under these circumstances, if this 
increase does not occur, there is or has been preoperative de- 
hydration. If it is greater than expected, there is overhydration. 
A postoperative fall in extracellular fluid volume is a_ bad 
prognostic sign; in the cases seen by the authors it was accom- 
panied by or was due to an increase in intracellular water (“water 
intoxication”) and was probably caused by adrenal failure. In 
this state, the fall occurring in the extracellular fluid volume 
is considerable. The so-called ninth day postgastrectomy syn- 
drome is the result of an increased extracellular fluid volume. 
The stress-induced increase in extracellular fluid volume does 
not depend on the administration of sodium. It occurs when 
no sodium is given or when there is merely a replacement of 
sodium loss. It is accompanied by a shift of sodium inte the 
extracellular fluid space. 


NEUROLOGY & PSYCHIATRY 


Diuretics in Therapy of Epilepsy: Their Use for the Potentiation 
of Anticonvulsant Drugs. N. A. Bercel. California Med. 82:107- 
110 (Feb.) 1955 [San Francisco]. 


A certain percentage of epileptic persons cannot be entirely 
freed of seizures. These are at present being treated on the basis 
of an unsatisfactory compromise between efficient therapy and 
toxic condition. The blood-brain barrier is one filter point that 
exercises control over the drug absorption in the brain. It is 
assumed that any mechanism that could increase the perme- 
ability of the blood-brain barrier is likely to increase the drug’s 
absorption by and passage into the brain. Barcel cites animal 
experiments that indicated a nearly twofold increase in anti- 
convulsant protection with the use of diuretics that increase 
blood-brain barrier permeability. Ten epileptic patients in whom 
adequate anticonvulsant medication had toxic effects were 
selected for trial. The medication they were receiving at the 
Onset of this trial represented the optimum regimen achieved 
after long experimentation with a combination of drugs. The 
monthly number of seizures was determined for a six month 
period before the addition of the diuretic to the anticonvulsant 
medication they were receiving. This was then compared with 
the monthly seizure averages of another six month period follow- 
ing the addition of diuretics to the drugs usually taken. A case 
history is presented that illustrates the successful use of a 
diuretic. The addition of diuretics to anticonvulsant medication 
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permitted a decrease of previously toxic dosages, without lessen- 
ing, and in some cases improving, the control of seizures. In 
three cases excessive diuresis and gastric distress necessitated 
discontinuance or decrease in dosage of the diuretic. 


Hypophysicteny with Radioactive Chromic Phosphate in Treat- 
ment of Cancer. S. F. Rothenberg. H. L. Jaffe, T. J. Putnam and 
B. Simkin. A. M. A. Arch. Neurol & Psychiat. 73:193-199 (Feb.) 
1955 [Chicago]. 


Rothenberg and associates describe their efforts to find a 
procedure that would completely destroy the hypophysis with 
a minimum of dissection and manipulation. They used colloidal 
radioactive chromic phosphate experimentally in animals in 
order to study its ability to destroy tissue when injected into 
various organs. It was found that when | me. of the material 
in I cc. of solution is injected into the brain of dogs, it remains 
locally, producing an area of necrosis about 0.5 cm. in diameter, 
and does not enter the blood stream to any appreciable degree. 
Since only beta radiation is emitted, the area of necrosis at the 
injection site should not exceed the area infiltrated by the fluid 
by more than 2.5 mm. In operating on human subjects, the 
authors use 10 mc. of chromic phosphate in a volume of 2 cc. 
A drop of sterile 1% methylene blue solution is added to the 
radioactive material to facilitate identification of the dispersion 
of the solution. In one patient who died on the second post- 
operative day as a result of a pulmonary accident, the autopsy 
material showed an excellent concentration of the radioactive 
colloidal material in the pituitary. A standard right frontal flap 
is turned down, and the dura is opened along the sphenoid 
ridge. The frontal lobe is retracted, revealing the right optic 
nerve and chiasm. Between the chiasm and the anterior clinoids, 
a grayish web of arachnoid is seen. This is brushed away, 
revealing the diaphragma sellae. Anteriorly, the orange-colored 
anterior lobe may be seen and the stalk is posterior. When 
bleeding is controlled and the site of injection is visible, a 1 ce. 
syringe of the radiation solution carrying a S5-cm. long 25 gauge 
needle is inserted just posterior to the anterior clinoids and 
advanced gently until the base of the sella is palpated. The 
contents of the syringe are then slowly injected over a period 
of about two minutes. The glandular tissue can be seen to grow 
diffusely blue. If any trace of blue-tinged fluid escapes, it is 
sponged away, the needle is withdrawn, and a fresh puncture 
is made. Usually two syringefuls are injected through three or 
four puncture sites. This operation is obviously not a hypo- 
physectomy. To avoid the clumsy phrase “destruction of the 
hypophysis by injection of radioactive material, “the authors 
propose the term “isotope hypophysicteny.” All patients in 
whom the procedure was carried out were apparently in the 
terminal stages of malignant tumor. With the exception of the 
one fatality on the second postoperative day, five patients made 
an excellent surgical recovery. Pain was relieved or reduced 
in all cases. One patient (cancer of the breast) is carrying on 
her daily activities without any medication for pain three months 
after surgery. In one patient with thyroid cancer diabetes in- 
sipidus developed in the third postoperative week and was still 
present two months after surgery. In another patient with thyroid 
cancer evidences of a severe depression of the bone marrow 
developed one month after the operation; now, three weeks 
iater, the condition is completely back to normal, after several 
blood transfusions and institution of endocrine replacement 
therapy. There has been a tendency to moderate normochromic 
anemia and leukopenia in the other cases also. The impression 
was that these hematological abnormalities are due to incom- 
plete endocrine replacement therapy and that the hematological 
picture is being restored to normal with the institution of com- 
plete replacement therapy, consisting of thyroid extract and 
androgens in addition to cortisone. 


Recovery from “Muscular Dystrophy.” F. J. Nattrass. Brain 
77:549-570 (Dec.) 1954 [London, England]. 


The prognosis is different in the various types of myopathy, 
being uniformly grave in the Duchenne or childhood variety 
but often compatible with a normal life span in the facio- 
scapulohumeral type. A number of arrested cases have been 
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described in which the disease has become stationary for many 
years or remained confined to individual muscles or groups of 
muscles. Improvement has been attributed to a large number 
of therapeutic agents, but Nattrass believes that these claims 
have not been substantiated. He decided to ascertain whether 
recoveries occurred either spontaneously or as the result of 
treatment. In an earlier report in 1954, he, together with Walton, 
had reviewed the problem of classification and presented the 
results of a therapeutic trial in 98 cases, which led to the 
conclusion that none of the principal remedies used so far had 
any influence on the course of true muscular dystrophy. They 
now present eight patients who recovered from a disease pre- 
viously diagnosed as muscular dystrophy. The patients were 
interviewed and examined in 1951 and 1952, and at the time 
of this interview all had recovered. It is pointed out, however, 
that two of the cases were sufficiently atypical to raise doubt 
in the original observers as to the accuracy of the diagnosis of 
progressive muscular dystrophy. Both cases, particularly one, 
showed some resemblance to the symptom complex of amyo- 
tonia congenita. In retrospect it seems likely that these patients 
had a form of benign congenital myopathy. In a third case 
too, evidence suggests that the diagnosis of progressive muscular 
dystrophy was wrong. It is not generally recognized that 
dermatomyositis may present with signs of muscular weakness 
in the pelvic and shoulder girdle and that skin changes may 
be minimal, but the presence of dysphagia, Raynaud’s phe- 
nomenon, and weakness of anterior neck muscles suggests that 
dermatomyositis may have been the cause of the disability in 
this patient. In the remaining five cases the clinical findings were 
characteristic of the childhood or Duchenne type of muscular 
dystrophy, save for the facts that one patient had two distinct 
episodes of muscular weakness and that in all five cases the 
onset of the disease was much more rapid than is usually the 
case in classical progressive myopathy. In two of these cases 
recovery was probably spontaneous, but in the others improve- 
ment appeared to be related to the administration of wheat-germ 
preparations. Evidence is advanced that these five patients had 
polymyositis, a condition similar both etiologically and patho- 
logically to dermatomyositis save for the absence of skin involve- 
ment. Rapid progression of muscular weakness and a tendency 
to spontaneous remission are two features that may serve to 
distinguish this group of cases from those of true progressive 
muscular dystrophy. The pathological changes in muscle ob- 
served in polymyositis are very different from those of muscular 
dystrophy. Hence muscle biopsy is the only certain means of 
differentiation between the two conditions. This procedure 
should be carried out in any atypical or unusual case of proximal 
muscle weakness, since the prognosis of polymyositis is very 
much better than that of dystrophy and improvement after 
treatment with corticotropin or perhaps wheat-germ prepara- 
tions is possible. 


GYNECOLOGY & OBSTETRICS 


Hyaluronidase for Dilatation of Neck of Uterus in Labor. J. W. 
Biel and J. Nubiola. Med. clin. 23:416-417 (Dec.) 1954 (In 
Spanish) [Barcelona, Spain]. 


Satisfactory results from the use of hyaluronidase to cause 
dilatation of the perineum during the period of expulsion of 
the fetus have been reported in the literature. The authors 
resorted to cervicosegmental infiltration of hyaluronidase for 
diiatation of the neck of the uterus in 30 women. The group 
included: (1) normal women in labor, (2) old primiparas with 
rigidity of the neck preventing dilatation, (3) women with fetal 
indication for the use of forceps, and (4) induction of labor in 
cases of hypermaturity of the fetus or else erythroblastosis. 
A solution of 250 or S00 mg. of hyaluronidase in 10 cc. ot 
double distilled water, without procaine, was used. The infiltra- 
tion was made at four or six equidistant points around the 
orifice of the neck. In all cases the period of dilatation of the 
neck was greatly diminished. Complete dilatation occurred in 
about half an hour after the infiltration in the majority of the 
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cases and in about two hours after infiltration in a few cases. 
It was followed by normal expulsion of the fetus or else by 
placing the patients in the proper condition for the use of 
forceps when it was indicated. The authors conclude that the 
procedure is of great value. Dilatation of the neck is purely 
passive. The drug elicits dilatation of the neck that occurs only 
through the contact of the head of the fetus, the bag of water, 
or the hand of the obstetrician with the neck under its influence. 
The effects of the drug appear immediately after infiltration 
and last for two or three hours during which labor occurs. 
The drug does not produce untoward effects in the mother or 
in the fetus during delivery or in puerperium. This is a pre- 
liminary report, 


Causes of Fetal Mortality and Fetal Hypertrophy in Diabetic 
and Prediabetic Wemen. R. Moreau, R. Deuil, G. Hadjis- 
sotiriou and ©, Laplanche. Semaine hop. Paris 31:656-662 
(Feb. 22) 1955 (In French) |Paris, France}. 


Many attempts have been made to explain the high fetal 
mortality found in women with diabetes or in the prediabetic 
state. Manifestations of the maternal disease, e. g., acidosis, 
hypoglycemia, and vascular disturbances, were first considered 
responsible; later, conditions affecting the fetus, such as hypo- 
glycemia, macrosomia, and pulmonary atelectasis, were blamed; 
and, finally, attention has of late been turned to the possible 
effect of toxemia of pregnancy and hormonal imbalance. 
Maternal hypoglycemia is now generally considered to be with- 
out effect on the fetus; maternal acidosis and vascular dis- 
turbances, however, are undoubtedly responsible for a certain 
number of fetal deaths in utero, and their harmful effects may 
even be felt by the living infant for a few days after birth. 
Prediabetic fetal mortality, on the other hand, cannot be as- 
cribed to any of these causes. Fetal hypoglycemia is apparently 
no more important than maternal hypoglycemia as a cause of 
death. Congenital anomalies, however, and neonatal atelectasis 
often lead to death, and further study is needed to determine 
why they occur with greater frequency in the children of 
diabetic than of nondiabetic mothers. Toxemia of pregnancy 
is not, in itself, a’ sufficient explanation of fetal mortality; it 
may in fact exist without causing death, and, on the other 
hand, the fetus may die in utero without any of the clinical 
signs of toxemia being present. Clinical toxemia of pregnancy, 
however, is accompanied and preceded by hormonal imbalance 
characterized by an increase in chorionic gonadotrophin and a 
reduction of the sieroid hormones. Opinions differ in regard 
to the value of hormone therapy and the methods by which it 
should be applied, but the resuits obtained by the authors in 
22 patients treated with hormones were substantially better than 
those obtained in 54 patients treated only by diet and insulin 
therapy. The causes of fetal hypertrophy do not seem to be 
exactly the same as those of fetal mortality. Fetal hyperglycemia 
and hormonal imbalance cannot be responsible for the hyper- 
trophy, because neither strict control of maternal hyperglycemia 
nor hormone treatment has prevented women with diabetes 
from having large infants. Experiments suggesting the possible 
participation of the adrenal cortex in the production of hyper- 
glycemia show, however, that the administration of cortisone 
in moderate doses to pregnant rabbits will be followed by an 
increase in fetal weight. Another, and apparently the best, 
theory is that the fetal hypertrophy is due to hypersecretion of 
the hypophyseal somatotropin. This theory also provides a 
logical expianation of the physiopathology of diabetic and pre- 
diabetic pregnancy as a whole, because it recognizes the bivalent 
effect of somatotropin. Thus the hypersecretion of somato- 
tropin would be responsible for fetal macrosomia and hyper- 
trophy of the islands of Langerhans in pregnant diabetic women 
and for fetal macrosomia in prediabetic mothers, and its per- 
sistence after elimination of the fetus might lead to the subse- 
quent appearance of diabetes. Proof of the validity of this 
theory, which supplements rather than contradicts the theory 
of hormonal imbalance, must await the development of an 
accurate method of assaying somatotropin. 
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Prevention and Treatment of Complications in Diabetic and 
Prediabetic Pregnancies. R. Moreau, R. Deuil, G. Hadjisso- 
tiriou and C. Laplanche. Semaine hop. Paris 31:662-666 (Feb. 
22) 1955 (In French) |Paris, France]. 


All the standard precautions must be observed if pregnancy 
in diabetic women is to be successfully managed. The diabetes 
must be strictly controlled by diet and insulin therapy; the 
clinical. hormonal, and obstetric state of the patient should be 
completely assessed at the end of the 35th week to determine 
whether or not an early cesarian operation is advisable; and 
the care of the newborn infant should be scrupulous. Fetal 
mortality, however, is high, amounting to from 20 to 30% 
(normal, 3 to 4%) in women with frank diabetes, or, if abor- 
tions are included, to from 35 to 50%: in prediabetic patients, 
the rate, though well above normal, is slightly less: from 20 to 
25%. Two factors closely related to the problem of fetal 
mortality are the tendency to fetal macrosomia szen in the 
children of diabetic and prediabetic mothers and the compara- 
tive frequency of obesity in the mothers, althoug) the signifi- 
cance of this last is not yet fully established. The gravity of 
the prognosis for the fetus depends, apparently, on three princi- 
pal factors: acidosis, which can be fairly casiiy guarded against, 
even in pregnant women; vascular changes, which are especially 
frequent in patients with long-standing diabetes; and hormonal 
imbalance, the effect of which is felt both in the diabetic and 
the prediabetic periods. Opinions differ in regard to the exact 
nature of this imbalance and the best method of correcting it. 
Some authors believe that it consis‘s of an increase of chorionic 
gonadotrophin and a reduction of folliculin and pregnandiol, as 
in toxemia of pregnancy; Jayle, on the other hand, found an 
isolated and often substantial lack of folliculin. The authors’ 
experience and that of others shows that the fetal prognosis 
can be significantly improved by hormone therapy, which may 
consist either of stilbestrol alone or of a combination of 
stilbestrol and progesterone. Whichever method is chosen, it 
should be started early in order to have the maximum preven- 
tive effect, and it shouid always be adjusted to the individual 
needs of the patient as shown by regular assays of hormone 
levels. Fetal macrosomia is apparentiy best explained by a 
hypersecretion of somatotropin, which would also account for 
maternal obesity and the subsequent appearance in some women 
of frank diabetes. Solution of the problem of pregnancy in 
prediabetic patients depends on early detection of the prediabetic 
State as suggested by fetal deaths without a satisfactory explana- 
tion, fetal macrosomia, and gestational obesity; prompt institu- 
tion of measures designed to delay the appearance of frank 
diabetes; and, perhaps, preventive treatment with hormones in 
the event of later pregnancies. 


PEDIATRICS 


Immediate and Late Results of Streptomycin Treatment of 
Tuberculous Meningitis. M. A. Klebanov. Pediatriya 6:21-26 
(Nov.-Dec.) 1954 (In Russian) [Moscow, Russia]. 


The author reports a study of the immediate and late results 
of streptomycin treatment of tuberculous meningitis based on 
large maierial gathered from pediatric institutes of Russia during 
the period of 1947 to 1950. The author stresses that the treat- 
ment was limited to intrathecal administration of streptomycin. 
The results obtained after 1950, when intramuscular adminis- 
tration of streptomycin and of p-aminosalicylic acid was 
added, were considerably improved so that the mortality was 
lowered by 30%. The author does not state the number of 
cases analyzed, but apparently it was quite large, since it repre- 
sented infants and adolescents treated in most of the pediatric 
institutions of Russia. Mortality was higher when treatment 
was commenced on the 6th day of the sickness and considerably 
higher when it was commenced after the 10th day of sickness. 
Recurrences of meningitis during the first year after discharge 
from hospital took place in 8.3%. A number of these recur- 
rences represent a flaring-up of a pathological process that was 
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erroneously considered as cured. The percentage of recurrences 
in the course of the second year amounted to 3% and in the 
course of the third year to 2%. The frequency of recurrences 
did not depend on the age of the patient. In the presence of 
progressive tuberculous process in other organs recurrences of 
meningitis were twice as frequent. Thirty-three and four-tenths 
per cent of children and adolescents discharged as cured 
presented residual manifestations. Paresis was observed quite 
frequently and more rarely other alterations on the part of the 
central nervous system. Follow-up in the course of three years 
established that these residual manifestations were permanent. 
In only 17% of these cases the residual symptoms have di- 
minished, and in 24.1% they have disappeared. Nine per cent of 
the children without residual manifestations showed at a later 
date alterations of a neurological or psychic character, Recur- 
rences were twice as frequent among children and adolescents 
who had recovered from meningitis in the presence of residual 
manifesiations. It appears from this analys's that clinical recovery 
in the majority of the cases is permanent and that recurrences 
two years after discharge from hospital are rarely observed. 
In the great majority of instances children who have recovered 
from meningitis appear normal in the neuropsychological sense. 


ACTH and Cortisone in the Treatment of the Acute Leukoses 
of Children: Results During the Last Two Years. R. Sacrez and 
J.-M. Levy. Strasbourg méd. 6:1-20 (Jan.) 1955 (In French) 
{Strasbourg, France]. 


The acute leukoses, which are the most frequent forms of 
leukemia in children, are characterized clinically by the rapidity 
of their evolution and hemaitologically by the multiplication in 
the hematopoietic organs of primitive cells that may or may 
not pass into the circulation. Treatment with corticotropin 
(ACTH) or cortisone, regardless of the initial cytology or 
leukocyte count, doubies the average survival period of leukemic 
patients as compared with those not so treated, improves their 
clinical condition, tends to restore their blood and bone marrow 
picture to normal, and usually has a favorable effect on the 
hemorrhagic syndrome, although it may occasionally aggravate 
it. Secondary compiications are rare and consist chiefly of 
respiratory difficulties. The various inconveniences of hormone 
therapy can be avoided by careful supervision and the institution 
of appropriate measures, such as a low-salt diet and the use of 
antibiotics to combat secondary infections, whenever they be- 
come necessary. Significant improvement was obtained by the 
authors in 8 of 15 caiidren treated with corticotropin or cor- 
tiscne, associated or not with blood transfusions and various 
symptomatic medications. The patients ranged in age from 18 
months to 13 years, though most were between the ages of 2 
and 8. Cytological studies showed that three of the leukoses 
were lymphoblastic, three paramyeloblastic, and nine leuko- 
blastic, with cells of undetermined line varying in aspect accord- 
ing to their size, the nucleoli in their nuclei, and the presence 
or absence of granulations in their protoplasm. Hormone treat- 
ment was started too late in five of the seven cases in which 
it proved ineffective; in the other two it not only failed to 
arrest the course of the disease but may even have accelerated 
it. Results in the eight cases favorably affected consisted of four 
partial remissions with clinical and hematological improvement 
but without notable change in the marrow, two significant 
remissions with medullary leukoblastosis of less than 20%, and 
two complete remissions, clinical, hematological, and medullary. 
A second complete or partial remission was obtained after a 
first relapse in three cases. Treatment, to be effective, should 
be started as soon as possible. The remissions produced by 
hormone therapy seem to differ in their mechanism from those 
produced by other methods of treatment; one factor, however, 
is common to all the effective forms of therapy, and that is that 
they all lead to changes in metabolism. This suggests that the 
origin of acute leukosis may lie not so much in a disease of the 
hematopoietic tissue as in a disturbance of the hemopoietic- 
regulating metabolism by either a toxic or an infectious agent. 
This possibility is to be the subject of further investigation by 
the authors. 
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The Diagnosis and Treatment of Generalized Cytomegalic 
Inclusion Disease of the Newborn. A. N. Margileth. Pediatrics. 
15:270-283 (March) 1955 [Springfield, 


A case of generalized cytomegalic inclusion disease of the 
newborn infant is described in a boy weighing 5 Ib. 4 oz. 
(2.4 kg.) who was delivered spontaneously after a gestation 
period of approximately 40 weeks. Jaundice, hepatosplen- 
omegaly, microcephaly, thrombocytopenia, purpura, and erythro- 
blastosis were observed in the course of the first 24 hours of 
life. A moderate hemolytic anemia developed during the first 
two weeks of life. In this same period a diagnosis of cytomegalic 
inclusion disease was made on finding cytomegalic inclusion 
cells in the urine. At 15 days of age the patient had a severe 
cerebral hemorrhage. Treatment with cortisone resulted in a 
dramatic clinical improvement of the patient, while the hemo- 
lytic anemia and thrombopenia gradually improved. During the 
first week of cortisone treatment 10 mg. of the drug was given 
twice a day intramuscularly; 5 mg. twice daily was given for 
the following two weeks and then 10 mg. every other day for 
four weeks. The patient then was placed on a regimen of 12.5 
mg. of cortisone given orally every other day for three months. 
In addition to specific therapy the patient was given gamma 
globulin injections at monthly intervals during the first five 
months of life. The patient remained in good health, but 
retardation in development was obvious at the age of 6 months. 
When last seen at the age of 15 months the infant showed 
normal somatic growth, but microcephaly, spasticity of the left 
upper extremity, and retarded development were present. An 
electroencephalogram revealed a generalized abnormal pattern. 
A total of 105 cases of cytomegalic inclusion disease was 
collected from the literature, most of whom were in infants 
and children under 5 years of age. Death occurred in 104 of 
the 105 cases. The author’s case is the fourth case of cytomegalic 
inclusion disease diagnosed before death and the second case 
in which the patient is living. Any infant with prematurity, 
evidence of erythroblastosis associated with jaundice, hemolytic 
anemia, reticulocytosis, an increasing serum bilirubin level with 
a negative Coomb’s test, thrombocytopenia with bleeding mani- 
festations, and hepatosplenomegaly may be considered as a 
possible case of cytomegalic inciusion disease. The finding of 
cytomegalic inclusion cells in the urine confirms the diagnosis. 
The importance of making a presumptive diagnosis of cytomeg- 
alic inclusion disease within the first 24 to 36 hours of life has 
been emphasized, since exchange transfusion may be the initial 
treatment of choice. Cortisone is apparently of value in sup- 
pressing the hemolytic process and in improving the thrombo- 
penia. Gamma globulin may be of value in milder cases in 
which exchange transfusion is not given. Methods of diagnos- 
ing and treating cytomegalic inclusion disease of the newborn 
are now available. The disease presumably is caused by a species 
specific salivary gland virus. The infection apparently occurs 
during intrauterine life. Further viral diagnostic studies must 
be made to clarify the cause and pathogenesis of this clinically 
new Viral disease. 


On the Possible Anti-Edema Action of Hyaluronidase. L.. Carta- 
genova and M. Caiati. Minerva pediat. 6:959-962 (Dec. 15) 
1954 (In Italian) [Turin, Italy]. 


The history of three children in whom marked edema secon- 
dary to subacute or chronic glomerulonephritis was benefited 
by hyaluronidase is reported. The daily administration of 250 
viscosity units of the enzyme by the hypodermic route caused 
the edema to disappear completely and benefited the diuresis 
and the proteinuria. According to some Italian authors, 
hyaluronidase has an effect that favors the activation of the 
thyroid hormones and therefore of the metabolism with an 
increased elimination of water through the kidney. It also acts 
on the hypophysis, activating the secretion of corticotropin and 
partially inhibiting the antidiuretic principle. At the time of 
writing, the three patients were well, although they had to 
follow a restricted diet. 
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DERMATOLOGY 


Tinea Capitis Due to M. Audouini and M. Canis: If. Dynamics 
of the Host-Parasite Relationship. A. M. Kligman. A. M. A. 
Arch. Dermat. 71:313-337 (March) 1955 [Chicago]. 


Of 55 scalp specimens obtained from adults and children who 
were subjected to biopsy at various times after experimental or 
natural inoculation with small-spored trichophyton fungi, 19 
were from cases of Microsporum canis infection and 36 were 
from cases of Microsporum audouini infection. The findings 
in adults and children were similar. The histopathological 
reactions of tinea capitis caused by M. canis could not be 
distinguished at any stage from those caused by M. audouini. 
There were no differences between the natural and experimental 
infections. The biopsy specimens were studied from the very 
onset of noninflammatory tinea capitis to the end of its natural 
course. As a result of these studies the essential features of the 
pathogenesis of this disease caused by M. audouini are syn- 
optically represented as follows. 1. In the course of the incuba- 
tion period, varying from two to four days, no gross evidence 
of the disease was observed; on microscopic examination 
hyphae were seen in the stratum corneum and follicular orifice; 
the hyphae were growing downward into the follicle on the 
hair’s surface, and the intrafollicular hyphae broke up into 
chains of cells (primary spore formation). 2. In the course of 
the period of spread, varying from four days to four months, 
individual lesions enlarged radially and new lesions continued 
to appear. Newly infected hairs when plucked showed a band 
of fluorescence at the base. The fluorescence reached the scalp 
surface about the 12th day. At about three weeks, hairs broke 
off a few millimeters above the scalp surface. On microscopic 
examination during this period, the fungus was seen to pro- 
liferate in the stratum corneum and to invade new follicles in 
its radial path of growth; the intrafollicular hyphae penetrated 
the hair on the sixth to the seventh day; intrapilary hyphae 
descended to the exact upper limit of the keratogenous zone 
and here formed Adamson’s fringe about the 12th day; external 
branches of the intrapilary hyphae segmented into short chains 
of ectothrix spores. 3. In the course of the refractory period, 
varying from four months to several years, no new lesions 
developed and the clinical appearance remained constant 
throughout this period; host and parasite were at equilibrium. 
On microscopic examination the hyphae were no longer present 
in the stratum corneum; the anatomic relationship of fungus to 
hair remained constant; intrapilary hyphae never penetrated 
into the keratogenous zone or the bulb of hair; large quantities 
of ectothrix spores were formed. 4. In the course of the period 
of involution, the individual hairs showed diminished fluor- 
escence; the hairs became longer and broke less readily. Micro- 
scopic examination revealed that the formation of ectothrix 
spores gradually ceased; the quantity of intrapilary hyphae was 
progressively reduced, 


Infantile Eczema: Observations on Natural History and Prog- 
nosis. M. Vowles, R. P. Warin and J. Apley. Brit. J. Dermat. 
67:53-59 (Feb.) 1955 [London, England]. 


A series of 84 patients was followed up by visits to the home 
from 13 to 22 years after admission to hospital with infantile 
eczema. For comparison, patients with no record of skin dis- 
ease were chosen from the hospital inpatient records. Each was 
selected so that the age on admission corresponded to within 
four months of the age on admission of a patient in the eczema 
series. Only 57 control cases were available, though there was 
an even spread over the age groups. These control patients were 
investigated in a similar way as were the patients with eczema. 
Of the 84 patients with eczema 6 died in infancy as the result 
of some infection. In a fourth of the remaining 78 patients the 
eczema cleared up by the age of 3, but 55% of the patients 
still had eczema at 13 years of age. As some of the patients 
were still under 20 years of age at the time of this investigation, 
it is not possible to give an accurate figure for the persistence 
rate up to the age of 20; it must fall between 18% and 55%, 
and much nearer the latter figure than the former, since the 
tendency for eczema to clear up in the teens appears to be 
slight. Asthma, recurrent bronchitis, or seasonal rhinorrhea 
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were present in 73% of the patients, as compared with 5 to 
7% of compared groups. Fifty per cent had asthma alone, as 
compared with 2% in other groups. One or more attacks of 
pneumonia had occurred in 22% of the patients but in only 
2% of the control group. It appears that the skin disorder is 
likely to last longer when there is a family history of eczema 
or when the skin is more greasy or more dry than the normal. 
It is not more likely to persist in an only child; birth weight, 
sex, coloring, and type of infant feeding do not seem to influence 
the tendency to persist. 


Plastic Planing of Acne Scars: Other Skin Defects. A. J. Reiches 
and I. H. Eskeles. Missouri Med. 52:193-194 (March) 1955 
{St. Louis]. 


Reiches and Eskeles use the Kurtin plastic planer, which is a 
fine stainless steel brush, 1.9 cm. in diameter and 0.238 cm. 
thick. Each strand of steel wire is slightly curved in the direction 
of rotation. The brush is attached through a flexible handpiece. 
The electric motor (1/12 horsepower) rotates 12,000 times per 
minute. The authors use the technique of A. Kurtin of New 
York, with some modification. It is a combination of first 
applying cold packs to the face plus the use of ethyl chloride 
anesthesia, which is then followed by the planing of the scarred 
areas. Subsequent to this either spectrocin or erythromycin is 
applied for from two to three days locally and, after that, a 
colored powder lotion is used. Patients are tested for sensitiza- 
tion to these medicaments before the planing. It takes, on the 
average, from 7 to 10 days for the scabs to come off. The 
plastic planing can be repeated within a period of three weeks. 
Plastic planing is an office dermatological treatment. Patients, 
even when large scar areas are treated, can return to their nor- 
mal activities within a few days. In simpler cases the patient 
often needs only to apply a bandaid over the treated area. The 
Kurtin process has distinct advantages over the sandpaper 
abrasion of the skin, since no hospitalization is required, and 
silica granulomas, of course, are not a hazard. This method 
can be used for the correction and diminution of pitted scars, 
whether due to acne, chicken pox, or smallpox; for the treat- 
ment of keratoses, and to improve wrinkles. Keloids can be 
planed down, too, but in that case roentgen therapy must also 
be used. Planing is also quite satisfactory in correcting elevated, 
depressed, and linear scars. 


Treatment of Xanthelasma with Vitamin B... R.C. V. Robinson. 
J. Invest. Dermat. 24:111-113 (Feb.) 1955 [Baltimore]. 


One of the more common clinical manifestations of disturbed 
lipid metabolism is the formation of yellowish, plaque-like 
tumors on the eyelids, known as xanthelasma palpebrarum. 
The treatment of this condition, which rests empirically on 
_ dietary measures or surgery, has been unsatisfactory. The fact 
that when vitamin B,. was given to animals its effect on weight 
gain was greater when the diet was high in carbohydrates than 
when it was high in fat or fat carbohydrate mixtures indicated 
that the drug could be tried in patients with xanthelasma. The 
only criterion for inclusion in the group to be treated was the 
objective finding of one or more characteristic plaques. The 
cholesterol level in patients with xanthelasma was not con- 
sistently higher than in patients who were not affected. Of the 
65 patients with xanthelasma who were treated with vitamin 
Bw, the 30 who were given the drug orally in 1 mg. doses daily 
for 30 days obtained poor results. It had been hoped that these 
large doses administered orally would give results comparable 
to those obtained with 30 mcg. given parenterally. Thirty-five 
patients were given subcutaneous injections of from 30 to 1,000 
meg. of vitamin B. at weekly intervals for from 6 to 20 
weeks, and beneficial results were obtained in 31 patients. 
There was no essential difference in results in those patients 
receiving 500 or 1,000 mcg. doses. Improvement was noted 
usually by the end of the third week, and by the end of six 
weeks almost all lesions were flat. The reason for the improve- 
ment is obscure, but it is apparently not related to any effect 
on cholesterol metabolism. 
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UROLOGY 


The Present Status of Transvesical Prostatic Adenomectomy. 
R. J. Silverton. M. J. Australia 1:210-216 (Feb. 12) 1955 
[Sydney, Australia]. 


Silverton feels that it would be advisable to drop the term 
prostatectomy unless the prostate gland itself is removed. 
Adenomectomy may not be a strictly correct term, but it is 
far less misleading than prostatectomy. Far from removing the 
prostate in the usual enucleation, a good deal is done toward 
restoring the use of that gland. The author reviews the results 
of 100 consecutive transvesical prostatic adenomectomies per- 
formed by him during recent years. He also comments on 71 
endoscopic resections performed during the same period. He 
gained the impression that transvesical prostatic adenomectomy 
can hold at least equal status with retropubic (prevesical) 
adenomectomy as regards mortality and is apparently asso- 
ciated with a somewhat lower degree of serious morbidity. He 
feels that the. two-stage operation—that is, with preliminary 
suprapubic cystostomy—could be used more frequently than 
it is in the more dangerous and difficult groups of cases, both 
for open adenomectomy and for endoscopic resection. The 
operation of endoscopic resection is of the greatest importance, 
and it is essential for every urologist to become competent in 
this most difficult art. Endoscopic resection is of special value, 
and the method of choice for carcinoma, for fibrotic prostates 
and for cases of sphincter disturbances. The author feels that 
for all groups of enucleable adenomas, except the very smallest 
growths, the average urologist will be well advised to perform 
open enucleation except in cases of high risk. In this series 
it was found advisable to transfer only 4% of patients from 
the open to the resection operation to avoid risk. In all other 
cases, if permanency of effect is required, it is more likely to 
be secured by open adenomectomy, unless the resectionist is 
one of the very rare people who possess unusual skill in this 
art. The operation of perineal adenomectomy has not been 
mentioned, for in common with nearly all British urologists, 
and apparently with most urologists in the United States, fear 
of associated morbidity has kept the author from performing 
this operation. 


Observations on Occult Carcinoma of the Prostate Gland. C. 
Edwards. M. J. Australia 1:223-224 (Feb. 12) 1955 [Sydney, 
Australia]. 


This investigation was prompted by the advocacy of total 
prostatovesiculectomy for operable carcinoma of the prostate, 
including occult carcinoma discovered histologically after re- 
moval of hypertrophic tissue. The following points are in favor 
of this procedure. 1. It is the only known method of cure for 
prostatic carcinoma. -2. The operative mortality rate is only 
about 5%. 3. The five-year survival rate is better than 50%, 
which in this age group is fairly satisfactory. 4. The survivors 
do not have urinary retention, except for a small number with 
nonmalignant urethral stricture. One disadvantage is that pa- 
tients are liable to many complications. The second disadvan- 
tage is the limited applicability of this treatment. Most authors 
agree that in only 5% of cases is the condition operable at the 
time of diagnosis. To determine the advisability of this pro- 
cedure, 23 patients operated upon more than five years ago 
were studied. Recurrence caused the death of one patient 29 
months after transurethral resection and of another 15 months 
after enucleation. Five others are dead of unrelated causes and 
were apparently free from carcinoma at the time of death. 
The remainder (16) have no clinical evidence of cancer. Five of 
this group were treated by transurethral resection and 18 by 
enucleation. The author also cites observations and opinions 
by other investigators and feels that it seems rather unreasonable 
to ask a man who is suspected of having asymptomatic pros- 
tatic carcinoma to undergo the radical operation simply because 
his tumor is Operable. The greatest debits on the radical side 
appear to be the high morbidity rate and the fact that a similar 
five-year survival rate in tumors of the same extent may be 
obtained by hormonal therapy. However, as a permanent cure 
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may be obtained, and as some reduction of both these weak- 
nesses may be anticipated, it is logical for surgeons with suitable 
facilities and staff to carry out the radical operation. In the 
hands of the average urologist, however, the patient with occult 
carcinoma seems to have better prospects of surviving without 
complications if he is treated conservatively. 


Two Cases of Malignant Epithelial Tumor of Female Urethra: 
Basal Cell Epithelioma and Adenocarcinoma. G. Delaini. 
Minerva chir. 9:1110-1115 (Dec. 15) 1954 (In Italian) [Turin, 
Italy]. 


Carcinoma of the urethra is rare; less than 400 cases have 
been reported in the world literature. The condition is more 
common in women than in men and is found mainly in married 
women over S50 years of age who have had several pregnancies. 
Local factors predisposing to carcinoma of the female urethra 
are urethral irritations of any nature caused by trauma, acute 
or chronic local inflammations, and benign neoplasms. From 
the anatomicopathological standpoint there are two main types 
of carcinoma of the female urethra: the vulvourethral type that 
is of greater frequency, and the true carcinoma of the urethra. 
Metastases to the inguinal lymph nodes are found in about 
one-third of the patients. From the histological standpoint, 
carcinoma of the urethra may assume the aspect of an epi- 
thelioma or that of an adenocarcinoma. The symptoms, which 
are sufficiently characteristic, are disturbances of micturition, 
pain, and bleeding. A “latent” period generally precedes the 
onset of marked symptoms. During this period the symptoms 
are so slight as to be overlooked or ignored. The objective 
findings, which have great value and vary in relation to the 
type of carcinoma present, consist mainly of ulcerations in the 
urethra or near the meatus or of an infiltrating type of thicken- 
ing or of true polypous formations. Great attention should be 
given to the presence of the so-called caruncle, because, al- 
though it has a benign clinical aspect, histological examination 
has indicated that it is a true carcinoma. Treatment may con- 
sist of (1) radical removal of the urethra and partial removal 
of the bladder, (2) radical removal of the urethra sparing the 
bladder and the sphincter, (3) removal of the urethra followed 
by radium and roentgen therapy, and (4) radium or roentgen 
therapy solely. The results obtained with any of these methods 
are not too encouraging, however, because, as a rule, the 
patients never live more than five years. Delaini reports two 
cases of carcinoma of the female urethra. Both patients—57 
and 53 years old respectively—had had disturbances of 
micturition (pruritus, burning, and pollakiuria) with pain 
radiating to the hypogastrium and hematuria for less than one 
year. He found an infiltrating tumor of the wall of the urethra— 
basal cell epithelioma—in the first patient. Despite radical re- 
moval and radium therapy, the neoplasm recurred and invaded 
the surrounding tissues; metastases to the inguinal lymph nodes 
and the lung developed, and the patient died. In the second 
woman a fungous tumor of the urinary meatus—papilliform 
adenocarcinoma—was found and was removed. The interven- 
tion was followed by adequate roentgen therapy, and at the 
time of writing, two years later, the patient was in excellent 
health. 


Varicoceles, A Problem in Military Personnel. G. S. Appleoy. 
West Virginia M. J. 54:76-78 (March) 1955 [Charleston, W. 
Va.). 


Appleby found that in examining young adults for the armed 
forces, varicoceles are seen in larger numbers than are seen in 
civilian clinics. The majority of men with varicoceles never seek 
medical advice because the lesion is either small and asympto- 
matic or, if large, gives rise to such minor symptoms that 
medical consultation is deemed unnecessary. In military service, 
however, varicocele constitutes a disability, and soldiers come to 
surgical clinics for the evaluation of the condition. Among 4,000 
young men between the ages of 17 and 26, inclusive, 10% had 
varicoceles. The varicoceles were small in 64% of the 400 men, 
of medium size in 35%, and 1% had large ones with marked 
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dependency and engorged pampiniform plexus. The varicoceles 
were on the left side in 99% of the cases, and four varicoceles 
were bilateral. Inguinal hernia was found either clinically or at 
operation in 10% of the patients, and 5% of the varicoceles were 
associated with varicose veins of the lower extremity. The 
causation of varicoceles is discussed in connection with the 
anatomic conditions, particularly with regard to inadequate or 
poorly developed valves in the venous plexuses of the region. 
The medium and large-sized varicoceles gave rise to symptoms 
in the majority of cases. These ranged from a dull, pulling, 
dragging pain to an ache that was constant in both the scrotum 
and groin. This was increased on exertion and relieved by rest. 
After conservative treatment consisting of rest and scrotal 
support has been tried for two months, without relief, surgery 
is to be considered. The author briefly describes the surgical 
technique that he used. The operation for symptomatic varico- 
cele is no longer performed through a scrotal incision. The 
inguinal approach affords less pain, better exposure for the 
exploration of hernia, and improved technique for correction. 
To the existing techniques of surgical correction the author 
adds an additional refinement of wedge resection of the 
cremasteric fibers. This has proved to be a distinct aid in 
shortening the spermatic cord and in suspension of the testis. 
All the 15 patients operated on by the author obtained good 
cosmetic and functional results, with complete relief of symp- 
toms. It was impossible to follow these patients for more than 
two months, since military men are reassigned. 


OTOLARYNGOLOGY 


Mobilization of the Stapes for Otosclerotic Deafness: Prelim- 
inary Report on Two Years Experience. S. Rosen and M. Berg- 
man. A. M. A. Arch. Otolaryng. 61:197-206 (Feb.) 1955 
[Chicago]. 


During the past two years Rosen and Bergman have mobilized 
the ankylosed footplate of the stapes in otosclerotic deafness to 
restore hearing. Earlier Rosen had described a method of 
palpating the stapes as a means of determining suitability for 
fenestration. This was done through an ordinary ear speculum 
in the external auditory canal with the area under local anes- 
thesia. After the lower half of the drum membrane was elevated 
and the incudostapedial joint exposed, the degree of fixation 
of the stapes was determined by palpating it with a probe. On 
April 3, 1952, the above procedure of palpation of the stapes 
in a case of otosclerotic deafness suddenly resulted in a return 
of hearing. It seemed that while this fixed stapes was being 
palpated, the footplate was accidentally mobilized. Hearing 
tests made shortly after the mobilization of the stapes revealed 
normal hearing, which has been maintained up to the time of 
this report. This experience induced Rosen to devise a tech- 
nique with special instruments for the deliberate mobilization 
of the fixed footplate of the stapes. He cites histories of 14 
patients ir. whom the authors performed the operation. Patients 
whose hearing improved after mobilization of the fixed foot- 
plate of the stapes have maintained their improved hearing for 
periods up to 26 months. A study of the cases in which the 
attempt to mobilize the footplate did not result in improved 
hearing suggests: (1) an extreme degree of fixation of the foot- 
plate that does not yield, (2) thin and fragile crura that fracture 
(sometimes audibly) under the force required to mobilize the 
footplate, and (3) faulty technique. If the direction of the force 
against the neck of the stapes is not in line with the crura, the 
latter may fracture. Likewise, if the force is mistakenly applied 
to the crus, which is thin, instead of the neck, which is thick. 
the crus may fracture. If for the above reasons hearing does 
not improve, fenestration can be performed. Two groups of 
otosclerotic patients appear to benefit by mobilization of the 
stapes: first, those with pure conductive or mixed-type deafness 
in which the cochlear potential, as measured by bone conduc- 
tion, holds promise for socially usable hearing without a hearing 
aid; and, second, those with mixed deafness, in which reversal 
of the conductive factor allows more efficient aided hearing. 
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BOOK REVIEWS 


Practical Management of Disorders of the Liver, Pancreas, and Biliary 
Tract. By John Russell Twiss, M.D., F.A.C.P., Assistant Professor of 
Clinical Medicine, New York University Post-Graduate Medical School, 
New York, and Elliot Oppenheim, M.D., F.A.C.P., Assistant Professor 
of Clinical Medicine, New York University Post-Graduate Medical School. 
Cloth. $15. Pp. 653, with 143 illustrations. Lea & Febiger, 600 S. Wash- 
ington Sq., Philadelphia 6, 1955. 


The authoss introduce their book with an excellent section 
on history taking and physical examination pertaining to patients 
having gallbladder or hepatic disorders. The main body of the 
book is divided into three sections; the first deals with disorders 
of the gallbladder and the extrahepatic biliary tracts, the second, 
with disorders of the liver, and the third, with diseases of the 
pancreas. Each of these sections contains a general review of the 
anatomy and physiology of the organ under discussion. A rather 
detailed description of the technique of duodenal drainage, as it 
pertains to diseases of the gallbladder and the pancreas, is given. 
The authors have had wide experience with this technique and 
perhaps place more emphasis on its importance than is common 
in most clinics. The chapter on the postcholecystectomy syn- 
drome, which includes a rather complete review of the authors’ 
patients in whom this syndrome developed, is excellent. The 
description of the anatomy of the liver is presented as the classic 
concept and fails to take into consideration much of the newer 
work that tends to discredit this concept. The authors have made 
no pretense of discussing the rare disorders but have limited 
themselves to the management of the problems more commonly 
encountered. This type of presentation enhances the value of 
the book as a practical guide in the management of the everyday 
medical problems but limits its scope as a reference book. Great 
stress is placed on an accurate diagnosis and on the details of 
practical management, both medical and surgical. The chapters 
on the interrelation of gallbladder disorders with other systems 
and on differential diagnosis of jaundice are particularly well 
presented. The final section in the book describes technical pro- 
cedures such as duodenal drainage, needle biopsy of the liver, 
and cholecystography and includes detailed diets that are com- 
monly used in the management of these disorders. The volume 
is well printed, and the illustrations are excellent. The bibliog- 
raphy, while not exhaustive, includes all of the significant and 
recent contributions pertinent to the subject. This book is highly 
recommended to both the general practitioner and the specialist. 


Clinical Measurement of Uterine Forces in Pregnancy and Labor. 
By S. R. M. Reynolds, Ph.D., D.Sc., Staff Member, Department of 
Embryology, Carnegie Institution of Washington, Washington, D. C., 
Jerome S. Harris, M.D., and Irwin H. Kaiser, M.D., Ph.D. Cloth. $9.50. 
Pp. 328, with 100 illustrations. Charles C Thomas, Publisher, 301-327 E. 
Lawrence Ave., Springfield, Ill.; Blackwell Scientific Publications, Ltd., 49 
Broad St., Oxford, England; Ryerson Press, 299 Queen St., W., Toronto, 
2B, Canada, 1954. 


This is an excellently written treatise on uterine activity in 
pregnancy and in labor. The senior author, who has devoted 
much of his scientific life to the dynamics of uterine physiology, 
is eminently qualified to present the known data on this aspect 
of obstetrics. The book is divided into four major sections. The 
first deals with the historical background and basis for the de- 
velopment of the science of tokodynamometry. The second is 
devoted to a description of tokodynamometers and their use, 
which while interesting is perhaps too detailed for the average 
reader. The following section presents the physiology of uterine 
contractions during pregnancy and in normal and abnormal 
labors. Normal and abnormal patterns of uterine contractions 
are described, illustrated, and evaluated in the light of their 
clinical significance. This section should be of interest to every 
progressive clinician who does obstetrics. The concluding section 
discusses the effects of psyche and of analgesic and anesthetic 
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drugs on uterine contractibility. The last chapter is devoted to 
the use of oxytocin in obstetrics. The authors discuss its pharma- 
cological aspects, the best route for its administration, and the 
indications, hazards, and contraindications to its use. They con- 
clude that oxytocin given intravenously can be a valuable adjunct 
to obstetric management, if one becomes familiar with the 
normal and abnormal responses exhibited by its use and is highly 
selective in the choice of patients. Any enthusiastic attempts to 
broaden the indications can have disastrous effects on mothers 
and babies. The authors have made a valuable contribution in 
presenting the known data on this subject. Adequate references 
are listed. This text should be of great interest to obstetricians 
and clinical investigators. 


Operative Orthopedic Clinics. By Lewis Cozen, M.D., F.A.C.S., Assist- 
ant Professor of Orthopedic Surgery, College of Medical Evangelists, Los 
Angeles, and Alvia Brockway, M.D., Chief of Staff, Orthopedic Hospital, 
Los Angeles. In collaboration with Paul E. McMaster, M.D., F.A.C.S., 
Clinical Professor and Acting Head of Department of Orthopedic Surgery, 
University of California at Los Angeles Medical School. Cloth. $10. Pp. 
329, with 310 illustrations, J. B. Lippincott Company, 227-231 S. Sixth St., 
Philadelphia 5; 2983 Guy St., Montreal, Canada, 1955. 


The authors’ intent in this book to take other surgeons into 
the operating room for a close-up view of surgical procedures 
and techniques, in part, fills a long-felt need. The subject matter, 
except the section on fractures, is sufficiently wide in scope but 
is presented in such a manner that the reader on the one hand 
must wade through a maze of verbosity to get information and 
on the other is left in suspense for additional advice. The method 
of presentation includes a short description of gross findings 
followed by an edited operative record of the surgeon in a given 
procedure, with case reports bringing out the variety of choices 
available in certain conditions. Desirable minor technicalities, 
frequently omitted in textbooks, are included. This point, how- 
ever, needs even more emphasis in this type of publication. Each 
case report is followed by remarks of the authors in a con- 
versational vein, often too brief, although their points are rather 
widely accepted with only minimal dispute. The illustrations 
are hand sketched and, in most instances, aid in understanding 
the discussion. Six of the sections describe the various surgical 
procedures of a localized anatomic area. The seventh briefly 
describes a variety of fractures in general. Since the interest in 
surgical management of fractures is so widely disseminated in 
the medical profession, this section will not satisfy most readers. 
The bibliographies are excellent and cover rather current litera- 
ture. An appendix catalogues a number of: special instruments 
and mechanical devices for purposes of nomenclature. The book 
leaves a great deal to be desired but does make use of an 
approach in teaching and presentation of orthopedic problems 
that is worth exploiting. 


Systems of Social Security: United States. Paper. 75 cents; 4s.6d. Pp. 
106. International Labor Office, [Washington Branch, 1262 New Hamp- 
shire Ave., Washington 6, D. C.]; Geneva, Switzerland, 1954. 


This publication was prepared by the United States Depart- 
ment of Health, Education, and Welfare for the International 
Labor Organization as one of a series of monographs on na- 
tional systems of social security. Of the public programs in the 
United States, comprehensive descriptions of the basic national 
system of Old-Age and Survivor’s Insurance, the federal-state 
and the state-local programs of public assistance, the state sys- 
tems of unemployment insurance and temporary disability insur- 
ance, the federal and state workmen's compensation program, 
and the special social insurance program for railroad workers 
are included. Only passing reference is made to various related 
public programs that provide services rather than cash benefits. 
No information is given that is not available from a variety of 
other sources. The volume has value mainly as a handy com- 
pendium of the social security program of the United States. 
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Diagnostic électrocardiographique. Par Endré Jouve, Jacques Senez et 
Jean Pierron. Avec la collaboration de Pierre Buisson et Renaud Koech- 
lin, et celle de Mare Albouy, et al. Préface du Pr Ch. Laubry. Second 
edition. Cloth. 4800 francs. Pp. 448, with 242 illustrations. Masson & Cie, 
120 boulevard Saint-Germain, Paris, 6e, France, 1954. 


In this new and revised edition the authors have concentrated 
on a synopsis of present theories of electrocardiography and a 
demonstration of application of vectorial interpretation to prac- 
tical electrocardiography. A section on disturbances of rhythm 
is presented in the conventional way. Principles of electrophysi- 
Ology and vector analysis are taken up first; the theories are 
critically reviewed; and the methods and instruments used for 
recording the electrocardiograms are described in special chap- 
ters. Then the concepts of the authors are developed. These are 
based on their own animal experiments and comparative studies 
of scalar electrocardiograms with actual vectorcardiograms. 
Interpretation of abnormalities of P, QRS, and T waves in terms 
of alterations of the electrical field are illustrated in numerous 
diagrams. Cardiac strain, intraventricular block, and myocardial 
infarction are discussed at length. The alterations of the electrical 
field, as revealed by changes in the contour and direction of 
vector loops, are correlated with the type of disease and the site 
of the anatomic lesion. The reader will miss illustrations of 
pericarditis, acute cor pulmonale, disturbances of the electrolyte 
balance, and other specific and nonspecific abnormalities that 
represent a good deal of daily electrocardiographic practice. 
This monograph, presented in clear and well-chosen language, 
should serve as an excellent introduction to the understanding 
of the theoretical background of clinical electrocardiography. 
Its value for the practitioner is questionable, in view of the in- 
sufficient number of illustrations and poor quality of the selected 
examples of abnormalities encountered in routine electrocardi- 
ography. 


Diseases Affecting the Vulva. By Elizabeth Hunt, B.A., M.D., ChB. 
Fourth edition. Cloth. $9. Pp. 236, with 64 illustrations. C. V. Mosby 
Company, 3207 Washington Blvd., St. Louis 3, 1954. 


The appearance of an enlarged fourth edition indicates the 
continued popularity of this highly specialized book. The ar- 
rangement of the chapters is identical in all editions, but a 
chapter on dermatitis herpetiformis has been added. It is un- 
fortunate that in the bibliography there are very few references 
to the literature of the last 5 or even 10 years. In the discussion 
of the treatment of syphilis, the author says, “The anti-syphilitic 
drugs most commonly used are preparations of arsenical organic 
compounds, bismuth, mercury, and potassium iodide. Penicillin 
must now be added to these, but though it is spirocheticidal in 
large doses, it has not proved effective alone but needs to be 
used in combination with the older anti-syphilitic drugs.” In the 
United States, chief reliance in the therapy of syphilis is placed 
on penicillin. The chapters are short but contain much useful 
data. The advice given concerning treatment of the numerous 
dermatological afflictions of the vulva is excellent. As the illus- 
trations are clear and instructive and the color plates beautiful, 
this book is a valuable atlas. The publishers have carried out 
their part creditably. Every gynecologist and dermatologist 
should have a copy. 


Clinical Orthopaedics. Number 4. Anthony F. DePalma, Editor-in-Chief. 
With assistance of associate editors and Board of Advisory Editors. Cloth. 
$7.50; $5 to subscribers. Pp. 240, with illustrations. J. B. Lippincott Com- 
pany, 227-231 S. Sixth St., Philadelphia 5; 2083 Guy St., Monteral, Canada; 
Sir Isaac Pitman & Sons, Ltd., 39 Parker St., London, W.C.2, England, 
1984. 


This new volume reveals the same thoughtful and careful 
selection of articles and the high quality of presentation of ma- 
terial contained in previous volumes. Of special interest to phy- 
sicians and surgeons who wish to know the history and origins 
of orthopedics is the article about Nicholas Andry, ably written 
and carefully documented by H. W. Orr. The subjects discussed 
include the treatment of some of the more difficult fractures, 
orthopedic problems in adults, and a report of cases of osteoid- 
osteoma that produced pain in the region of the hip. Those who 
have had the opportunity of reading the preceding volumes will 
wish to possess this volume and will find it to be as full of 
interesting and helpful information as were the others. 
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Hernia: The Pathologic Anatomy of the More Common Hernias and 
Their Anatomic Repair. By Chester B. McVay, M.D., Ph.D., Clinical 
Professor of Surgery, University of South Dakota School of Medical 
Sciences, Vermilion. Monograph in Pictorial Surgical Techniques Series. 
Edited by Alton Ochsner, M.D., William Henderson Professor, Tulane 
University of Louisiana School of Medicine, New Orleans. Cloth. $4.75. 
Pp. 40, with 19 plates. Charles C Thomas, Publisher, 301-327 E. Lawrence 
Ave., Springfield, Hl.; Blackwell Scientific Publications, Ltd., 49 Broad St., 
Oxford, England; Ryerson Press, 299 Queen St., W., Toronto, 2B, Canada, 
1954, 


This atlas emphasizes anatomic structures. The author prop- 
erly decries the present trend in some of our medical schools 
of playing down gross anatomy. This has caused many young 
surgeons to have nebulous ideas concerning this important sub- 
ject. The book contains lucid discussions of diaphragmatic, epi- 
gastric, umbilical, inguinal, femoral, incisional, lumbar, and 
pelvic hernias. The format is such that the page of discussion 
and the page of illustration appear side by side. This makes for 
easy reference, although in some instances the material is 
crowded. The importance of anatomy in the understanding and 
repair of hernias has been stressed repeatedly. The author has 
depicted and expounded his treatments of choice for given 
hernias. This book can be recommended for anyone interested 
in the hernia problem. 


Practical Clinical Biochemistry. By Harold Varley, M.Sc., F.R.LC., 
Biochemist, Manchester Royal Infirmary, Manchester University, Man- 
chester, England. Cloth. $6.50. Pp. 551, with 70 illustrations. Interscience 
Publishers, Inc., 250 Fifth Ave., New York 1; William Heinemann, Ltd., 
99 Great Russell St., London, W.C.1, England, 1954. 


This comprehensive book on clinical chemistry contains both 
tests and interpretations. Modifications and improvements of 
established tests are also included. The introductory chapter dis- 
cusses such general subjects as certain chemical techniques, in- 
strumentation, collection of samples, and preservatives. The 
remaining chapters discuss the various methods and procedures 
of clinical chemistry. In most instances alternative procedures 
are presented along with the preferred methods of determina- 
tion. Invariably the procedures for several biological fluids are 
given. Many of the newer techniques, such as paper chro- 
matography, paper electrophoresis, flame photometry, and micro- 
technique, are included. Of particular interest to the internist 
and general practitioner is the arrangement of tests according 
to disease or to organs involved, especially since interpretation 
follows each laboratory procedure. There are sections on vita- 
min and hormone analysis, chemical examination of cerebral 
fluid, milk analysis, toxicology, and forensic chemistry. Although 
the book was written and published in England, it contains many 
references to American as well as to English literature. 


A Practical Manual of Diseases of the Chest. By Maurice Davidson, 
M.A., M.D., F.R.C.P., Consulting Physician to Brompton Hospital for 
Consumption and Diseases of the Chest, London. With assistance of John 
H. Friend, M.D., M.R.C.P., Saltwell Research Scholar, Royal College of 
Physicians, London. Oxford Medical Publications. Fourth edition. Cloth. 
$19.25: 84s. Pp. 647, with 255 illustrations. Oxford University Press, 114 
Fifth Ave., New York 11; Amen House, Warwick Sq., London, E.C.4, 
England, 1954. 


This is the fourth edition of a British textbook, first published 
in 1935, This book considers acute and chronic respiratory 
diseases, including those of the upper respiratory tract, in a 
systematic manner. The present edition of this British textbook 
mentions many of the advances in diagnosis and treatment that 
have been developed during the 19 years that have elapsed since 
the book was first published, but it appears that much of the 
original outdated material has been preserved. Roentgenograms 
are reproduced in reversed tone (white shadows appear as black), 
which may destroy their value for many readers. Thoracic sur- 
geons will not be pleased with the melancholy skepticism 
expressed for many of their efforts. The surgical treatment of 
such common conditions as pulmonary tuberculosis, tuberculous 
and nontuberculous empyema, and pulmonary abscess is not 
described according to current practice in the United States. The 
resection of symptomless pulmonary nodules prior to diagnosis 
is not advocated. American readers will be disappointed to find 
no mention of coccidioidomycosis and histoplasmosis, for these 
are common in some areas of the United States. Blastomycosis 
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is barely mentioned, and other mycotic infections are given scant 
consideration. 

The sections on pulmonary tuberculosis have not been 
modernized with respect to diagnosis, treatment, prognosis, or 
epidemiology. Modern bacteriological methods are not stressed. 
Specific chemotherapy is given brief mention, but methods now 
used in many countries are not discussed adequately, especially 
the long-term use of specific drugs. None of the patients in the 
25 illustrative case histories in the chapters on tuberculosis was 
treated since the advent of specific drugs. Prognosis in tuber- 
culosis is expressed in gloomy terms, and treatment is given 
scant credit for the recovery of certain patients who were lucky 
enough to survive extensive disease. Epidemiological concepts 
are illustrated by a quotation from page 325, “Every individual 
born and dwelling under ordinary conditions of civilization is 
infected after birth, and at some period between birth and the 
attainment of adult life, with the tubercle bacillus. . . .” Such 
is not the case in large sections of the United States. The book 
should be of real interest to the specialist in chest diseases for 
some of its philosophical and historical discussions but is not 
to be recommended as “A Practical Manual of Diseases of the 
Chest.” 


Cardiac Anomalies: A Clinicopathologic Correlation. By Vincent Mora- 
gues, M.D., Associate Professor of Pathology, Creighton University School 
of Medicine, Omaha, and Chester P. Lynxwiler, M.D., Assistant Professor 
of Pediatrics, St. Louis University School of Medicine, St. Louis. Cloth. 
$6.50. Pp. 92, with 157 illustrations. Williams & Wilkins Company, Mount 
Royal and Guilford Aves., Baltimore 2, 1954. 


The advent of new diagnostic aids, such as cardiac catheteriza- 
tion and angiocardiography, and the advances in surgical treat- 
ment of cardiac lesions have brought greater interest in con- 
genital anomalies of the heart. Several books on the subject 
have appeared recently, usually in the form of an atlas such as 
this book. The common and some of the less common cardiac 
anomalies are covered in this book. A brief outline of the clinical 
features is presented, followed by a photograph of the gross 
pathological specimen and occasionally supplemented by micro- 
scopic sections. All the photographs are in black and white and 
are less effective than the color photographs seen in other books 
covering the same subject matter. Roentgenograms, usually of 
the posteroanterior view only, accompany the description of each 
major lesion. No angiocardiograms are included. Electrocardio- 
grams of only three standard leads are shown. None of the case 
reports include data obtained by cardiac catheterization. This is 
a serious Omission, because an accurate diagnosis is often made 
only with the aid of this technique. Treatment, particularly 
surgical treatment, is considered only briefly; for example, sur- 
gical treatment of auricular septal defect is dismissed with the 
brief statement “surgical closure of defects possible, but not 
completely evaluated.” This book is not the best atlas on cardiac 
anomalies available. Some of the pathological material described 
here is unique, but the book as a whole is not one that the 
physician would choose as his reference book for cardiac 
anomalies. 


Regional Allergy of the United States, Canada, Mexico and Cuba: A 
Symposium of Thirty-Nine Contributors. Edited by Max Samter, M.D., 
Chief, Allergy Clinic, Research and Educational Hospitals, University of 
Illinois, Chicago, and Oren C. Durham. Publication number 224, American 
Lecture Series, monograph in Bannerstone Division of American Lectures 
in Allergy. Cloth. $8.50. Pp. 395, with illustrations. Charles C Thomas, 
Publisher, 301-327 E. Lawrence Ave., Springfield, Ill.; Blackwell Scientific 
Publications, Ltd., 49 Broad St., Oxford, England; Ryerson Press, 299 
Queen St., W., Toronto 2B, Canada, 1955. 


The editors are to be commended for obtaining the contri- 
butions of 39 outstanding experts in the field of allergy, from 
different locations of the United States, Alaska, Canada, Mexico, 
and Cuba. Each contributor wrote a short survey of his re- 
spective area and evaluated the geographical, social, climatologic, 
botanical, and environmental factors that are pertinent to his 
particular region as they affect allergic patients. Each chapter 
has valuable data on dispersal of pollen and mold spores, pollen 
incidence, prevailing winds and weather, vegetation, occupations 
and industries, various types of air contaminants, allergic factors 
peculiar to the region, and social and educational facilities. The 
book is well organized and easy to comprehend, but if the charts 
were all standardized it would simplify the comparison of areas. 
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Most texts on allergy have some of the material found in this 
book, but now, for the first time, a single volume containing a 
complete, comprehensive, and practical study of local allergic 
problems is available. This book should be invaluable as a 
reference, not only to allergists but also to the physician and 
layman, especially if a change in geographical location is being 
considered. 


Two Legs to Stand On. By John D. McKee. Cloth. $2.75. Pp. 180. 
Appleton-Century-Crofts, Inc., 35 W. 32nd St., New York 1, 1955. 


This autobiography of a victim of cerebral palsy gives a sub- 
jective view of the disease. His life is based on the philosophy 
that he is not handicapped—just different, as everyone is differ- 
ent from everyone else. Each person can do some things well, 
some things not at all. In this respect he claims to be the same 
as Others. The author's review of his strivings and falls, hopes, 
failures, and successes stresses the importance of parents and 
physicians who have faith in a person’s ability to accomplish a 
goal and who understand the satisfaction that comes when the 
goal is reached. Persons with cerebral palsy will get much 
encouragement from this book; parents can have a renewal of 
their hope and faith from reading it; and physicians who see an 
occasional person with cerebral palsy will learn from Mr. McKee 
something of the spastic’s attitude toward his limited world and 
the world he is striving to enter. Three of the chapters have 
previously appeared in Today’s Health, and others have appeared 
in the Atlantic Monthly and Crippled Child Magazine. 


Kwashiorkor. By H. C. Trowell, O.B.E., M.D., F.R.C.P., Physician, 
Mulago Hospital, Uganda Medical Department, and Department of Medi- 
cine, Makerere College, Medical School, Kampala, J. N. P. Davies, M.D., 
Professor of Pathology, Makerere College Medical School, Kampala, and 
R. F. A. Dean, Ph.D., M.R.C.P., Medical Research Council Group for 
Research in Infantile Malnutrition, Kampala, Uganda. Cloth. $10. Pp. 308, 
with 27 illustrations. Williams & Wilkins Company, Mount Royal and 
Guilford Aves., Baltimore 2; Edward Arnold & Co., 41-43 Maddox St., 
London, W.1, England, 1954. 


In this book a great variety of aspects of kwashiorkor are 
discussed, including its history, the development of medical 
thought in the field, and many factors of public health sig- 
nificance. About half of the book is devoted to the medical 
aspects of kwashiorkor—the natural history of the disease, its 
clinical manifestations, pathological and biochemical character- 
istics, differential diagnosis, and treatment. This section contains 
excellent photographs and photomicrographs. The book is read- 
able, authoritative, well indexed, and supported by an extensive 
bibliography. 


Handbuch der speziellen pathologischen Anatomie und Histologie. 
Herausgegeben unter Mitarbeit hervorragender Fachgelehrter von O. 
Lubarsch, F. Henke und R. Réssle. Band XIII: Nervensystem. Heraus- 
gegeben von W. Scholz. Teil III: Erkrankungen des zentralen Nerven- 
systems III. Bearbeitet von G. Doring et al. Cloth. 291.50 marks. Pp. 
1098, with 610 illustrations, Springer-Verlag, Reichpietschufer 20, (1) 
Berlin W. 35 (West-Berlin); Neuenheimer Landstrasse 24, Heidelberg; 
Gottingen, Germany, 1955. 


This stupendous treatise is the third volume of a group dealing 
with diseases of the central nervous system. It takes up open 
and closed wounds of the brain and cord, birth injuries, effects 
of burns and freezing, effects of ultrasonic vibration and ionizing 
radiation, and the pathology of primary and metastatic tumors. 
The illustrations are excellent. The bibliography, which is ac- 
curate and up-to-date, includes South and North American pub- 
lications as well as an abundance of significant European works. 
Author and subject indexes are exhaustive and precise. 


An Outline of the Treatment of Fractures. By Committee on Trauma. 
Fifth edition. Boards. $1. Pp. 93, with 45 illustrations, American College 
of Surgeons, 40 E. Erie St., Chicago 11, 1954, 


This is a new edition of a manual that was first published 
in 1931. Edwin F. Cave served as chairman of a select sub- 
committee on revision. Improvements are found in each chapter, 
and several chapters have been added. Use is made of effective 
line drawings. The composition is concise and clear. This is not 
a reference book or even a textbook but rather a pocket manual 
for the intern or the general practitioner who has not served 
in an orthopedic or fracture residency. 
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QUERIES AND 


DIFFERENTIATION BETWEEN VIRAL AND 
BACTERIAL RESPIRATORY INFECTIONS 


To THE Epiror:—/ have read so much opposing the promiscuous 
use of antibiotics in respiratory infections because of un- 
desirable side-reactions that | would appreciate an answer to 
the following questions: 1. How does one differentiate clin- 
ically between viral and early bacterial infections and between 
antibiotic susceptible and antibiotic resistant bacterial infec- 
tions? 2, What percentage of local and general reactions are 
due to the antibiotic itself and to its vehicle in the injection 
type? 3. What is the actual frequency of serious side-reactions? 
4. What is the actual number of deaths reported as directly 
or indirectly attributable to antibiotics in general and to 
penicillin in particular? M.D.. New York. 


ANSWER.—1. It is often difficult to differentiate clinically 
between viral and early bacterial infections of the upper respira- 
tory tract. In those infections in which exudate is present in 
the pharynx, the suspicion of bacterial disease—streptococcic, 
diphtheritic, fusospirochetal—should be high; this is especially 
true if the white blood cell count is elevated. On the other hand, 
exudative pharyngitis of viral origin is well known and cannot 
be distinguished from bacterial infection in many instances. The 
full blown case of streptococcic sore throat, with edema, 
lymphoid tissue swelling, marked redness of the mucous mem- 
branes, and patchy exudate, should be easily recognizable, par- 
ticularly if there is a high grade of fever and leukocytosis. It 
may be impossible, however, to distinguish very mild strepto- 
coccic sore throat from mild infections due to other bacteria or 
to viruses. Diseases of the upper respiratory tract in which the 
lesions are vesicular are usually of viral origin. If a distinction 
cannot be made when the patient is first seen, following the 
course of his illness for a day or two without the use of chemo- 
therapy not infrequently allows a more definite causative diag- 
nosis because of the appearance of changes consistent with a 
bacterial or virus disease. 

In infections of the lower respiratory tract, the mode of onset 
of a pneumonia and the accompanying symptoms often help to 
differentiate viral from bacterial infection. A patient who is 
perfectly well and rather suddenly develops cough, pleuritic pain, 
rusty sputum, fever with or without chills, and leukocytosis and 
in whom examination reveals changes over one lung lobe, par- 
ticularly a lower one, most likely has pneumococcic pneumonia. 
An individual with a history of an “upper respiratory infection” 
for several days who begins to experience generalized muscle 
aches and pains and has an unproductive cough, pain on move- 
ment of the eyes, a discrepancy between the x-ray and physical 
findings in the lungs, and a normal white blood cell count prob- 
ably has “atypical viral pneumonia.” Epidemiological informa- 
tion is often of help in determining the origin of a pneumonitis. 
Thus, a history of contact with birds raises the question of 
ornithosis. Information concerning the distribution of specific 
infections in a community is also helpful; the presence of epi- 
demic influenza in an area should raise the suspicion that a 
respiratory infection seen by the physician in such an area may 
be due to influenza virus. 

Antibiotic susceptible and resistant infections can be differ- 
entiated on three bases: (1) isolation of the causative agent and 
its identification (certain organisms, the pneumococcus and beta 
hemolytic streptococci, for example, are known to be sensitive 
to most if not all of the commonly used antibiotics; Proteus, 
some strains of Escherichia coli are relatively resistant to the 
“broad-spectrum” antibiotics), (2) testing of the isolated organ- 
ism for its sensitivity to various drugs, and (3) clinical response 


The answers here published have been prepared by competent authori- 
ties. They do not, however, represent the opinions of any medical or other 
organization unless specifically so stated in the reply. Anonymous com- 
munications and queries on postal cards cannot be answered. Every letter 
must contain the writer’s name and address, but these will be omitted on 
request. 
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(if the patient is taking the drug orally in the absence of any 
situation that might impair its absorption or if the agent is being 
given parenterally and there is no favorable response, the in- 
fection is “antibiotic resistant”). This does not always mean an 
insensitive organism but may represent failure of adequate quan- 
tity of antibiotic to reach a local lesion, failure of phagocytosis 
in areas of necroses due to hypoxia, inadequate dose of drug, 
improper route of administration, or wrong choice of the type 
of antibiotic. 

2. Pure crystalline benzyl penicillin G produces reactions in 
about 2.5% of patients who receive it. Procaine penicillin sus- 
pended in sodium chloride solution produces about 5% untoward 
effects. In neither of these instances is the sensitivity due to the 
vehicle, which is salt solution. With penicillin-beeswax-oil prep- 
arations, many more reactions were observed; in this case there 
is no doubt that some of the bad effects were due to sensitization 
to the vehicle, probably the beeswax. 


3. It is difficult to ascertain the exact percentages of serious 
and mild reactions to all of the antibiotics from what has 
appeared in the literature. Serious reactions are most often re- 
ported as single cases or as groups representing a single compli- 
cation rather than as percentages of the total number of reactions 
observed. 


4. Reports of acute anaphylactoid reactions to antibiotics, 
some of them fatal, have been appearing with increasing fre- 
quency during the past year. In a study in 95 large general 
hospitals with a capacity of 51,000 beds, Welch and his col- 
leagues (Antibiotics & Chemother. 3:891-895, 1953) of the Food 
and Drug Administration discovered 63 anaphylactoid episodes, 
20 of them fatal, that followed the administration of anti- 
microbial agents; none of these had been reported in the medical 
literature previously. Fifty-five of the cases followed the in- 
jection of procaine penicillin, one resulted from the administra- 
tion of penthamate (Neo-Penil), two were produced by penicillin 
O, and one by orally given Bicillin (dibenzylethylenediamine 
dipenicillin G). The remaining were due to the intramuscular or 
intrathecal administration of streptomycin. Of the 20 deaths, 
18 resulted from the injection of procaine penicillin, one from 
the intrathecal use of streptomycin, and one from the oral in- 
gestion of Bicillin. Welch and his co-workers also described 25 
cases, 5 of them fatal, of anaphylactoid reaction to penthamate 
(Neo-Penil) that had been reported to the Food and Drug 
Administration. 

Oral preparations of penicillin were found to be less likely 
to cause anaphylactoid reactions than the injectable forms. Very 
striking was the absence of this phenomenon with aqueous sodium 
or potassium salts of penicillin G, chlortetracycline (Aureo- 
mycin), oxytetracycline (Terramycin), chloramphenicol, baci- 
tracin, polymyxin, and neomycin. The individuals most prone 
to develop anaphylaxis are those who have a history of asthma, 
hay fever, or other allergies. 


ANEMIA 


To THE Epitor:—A 42-year-old, white, pale woman was in an 
auto accident. There were no gross injuries such as fractures 
or dislocations. Are there any instances of anemia resulting 
from physical injury without blood loss? Can an anemia that 
is vigorously treated but refractory to treatment be suspected 
to be connected with an accident? M.D.. Illinois. 


ANSWER.—Anemia can result only from blood loss, blood 
destruction, or decreased formation of red blood cells, or a 
combination of these factors. The question eliminates the first 
of these possibilities. Increased rates of destruction might occur 
if the physical injury caused thrombosis of the portal vein with 
resultant splenomegaly and hypersplenism. Inflammatory changes 
secondary to the repair of injured tissues might temporarily 
depress erythropoiesis but should not cause anemia unless there 
were associated hemolytic process. 
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SULFURIC ACID FUMES 


To THE Epitor:—What harmful effects if any are produced by 
fumes from the reaction of 15% sulfuric acid and the metal 
aluminum? The management of a plant has requested this 
information. Are there any tests that might identify the various 
gases given off and the concentration of the same? 


M.D., Mississippi. 


ANSWER.—The vapor pressure of sulfuric acid is so low that 
little evaporation occurs; however, in many industrial operations, 
such as metal pickling, the sulfuric acid solution in contact with 
metal leads to the evolvement of highly numerous bubbles of 
hydrogen that, floating to the surface, spatter, discharging a 
mist of sulfuric acid into the atmosphere. The water therewith 
tends to evaporate, leading to more concentrated sulfuric acid. 
This mist is physiologically active, leading to surface damage 
such as erosion of teeth, conjunctivitis, rhinitis, bronchitis, but 
has the prospect of causing more severe pulmonary damage 
should the concentration be high and the exposure extensive. It 
is not necessary to utilize laboratory procedures to determine 
the nature of the offender, but laboratory tests may be in order 
to determine the quantity present. The hydrogen itself, while an 
irritant, ordinarily may be ignored. The difliculty then becomes 
the sole one of determining the level of concentration of the 
sulfuric acid. This may be accomplished by the use of the well- 
known impinger procedure followed by titration and suitable 
calculations. The permissible limit is on the order of 1 mg. of 
sulfuric acid per cubic meter of air. Such determination may 
be conducted by the Mississippi state department of health. 
Assuming average levels to run higher than | mg. per cubic 
meter of air, protection may be in order and general ventilation 
as mentioned may not suffice. Lateral exhaust at the top of the 
vats may be introduced, but at once difficulties may arise from 
the use of ordinary metals such as galvanized metal on account 
of sulfuric acid corrosion. Rubberized metal or plastic may be 
required. The guidance of the state department of health is 
desirable. 


EFFECT OF RADAR ON THE EYES 


To THE Epitor:—A number of reports have stated that injury 
to the eyes, particularly corneal damage, can result from 
exposure to radar energy. How much exposure would en- 
danger the human eye in persons working with airborne or 
ground-operated radar? M.D., North Carolina. 


ANSWER.—Within the immediate vicinity of powerful trans- 
mitters emitting microwaves of the lengths used in radar, there 
is a potential danger of deleterious effect on the anterior segment 
of the eye and on the lens if proper shielding of equipment is 
not practiced. The effect may be compared to that produced 
by diathermy in that it results from heat produced. Mild symp- 
toms of frontal headache and intraocular pain have been noted 
in persons operating radar equipment for periods of from two 
months to 10 years. The symptoms usually disappear shortly 
after exposure ceases. Cataracts have been produced experi- 
mentally in animals by similar microwaves. Practically, it is not 
felt that a very great danger exists of damage to the eye in 
persons working with airborne or ground-operated radar. 


TREATMENT OF LEPROSY 


To THE Epitor:—At a Methodist mission in the Belgian Congo, 
I was asked what is the best and cheapest treatment for 
leprosy. Cost is an important factor. 


W. L. Garth, M.D., Sonora, Mexico. 


ANSWER.—A comprehensive review of recent publications 
dealing with the treatment of leprosy may be found abstracted 
in the Tropical Diseases Bulletin (§1:1129 |Nov.| 1954). Addi- 
tional information of a practical nature with regard to the cost 
and relative merits of the drugs currently used in leprosariums 
may be obtained by communicating with the American Mission- 
ary Society for the Treatment of Leprosy, New York, and the 
Leonard Wood Foundation, Washington, D. C. In general it 
may be said that varying degrees of success in the treatment of 
leprosy have followed the administration of p,p-sulfonyldi- 
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aniline (DDS), Sulphetrone, sulfoxone (Diasone) sodium, and 
glucosulfone (Promin) sodium. Many clinical workers prefer use 
of p,p-sulfonyldianiline, especially if treatment is continued from 
two and a half to four years for moderate lepromatous cases. 
Some prefer injections of oil suspensions, while others advise the 
oral administration of soluble products. Optimal dosage must be 
established in each patient, consideration being given to tolerance 
and toxicity. The parenteral dose of p,p-sulfonyldianiline may 
vary from 100 to 800 mg. In some circumstances it is given 
weekly or biweekly on an outpatient basis. The results in tuber- 
culoid leprosy have been reported as satisfactory. In lepromatous 
leprosy, while the majority of patients may improve, lepra re- 
actions and nerve reactions may occur in at least 10% of patients 
receiving this drug. In nonlepromatous leprosy the daily ad- 
ministration of 100 mg. of p,p-sulfonyldianiline by mouth has 
been reported to produce good results, without significant 
hematological toxicity, even if therapy is continued for a long 
time without interruption. With larger doses or with adverse 
hematological effects, rest periods of one day each week and 
one week every two months are advocated. 


CHEYNE-STOKES RESPIRATIONS 


To THE Epitor:—A 58-year-old normotensive male for the past 
10 years has manifested periodic or Cheyne-Stokes respirations 
while asleep. He has the ability of rapidly falling asleep any 
time day or night. There is dyspnea on moderate exertion, 
but other evidence of cardiac decompensation is lacking other 
than apparent slight to moderate enlargement of the heart 
shown by fluoroscopy. This man is an able lawyer, carrying 
a big work load. There is questionable impairment of recent 
memory. Do these facts point to an advanced degree of 
cerebral arteriosclerosis or possibly a cardiac origin of symp- 
toms? How would you advise this man with respect to as- 
suming even more responsibilities in the future? 

Harold L. Scales, M.D., Teaneck, N. J. 


ANSWER.—Cheyne-Stokes respirations may occur in patients 
with cerebral lesions (e. g., arteriosclerosis, tumor, meningo- 
encephalitis, etc.), in those with congestive heart failure, or in 
patients with marked cardiac enlargement without failure. In 
the latter group the fundamental cause of the periodic breathing 
seems to be the fact that ventilation of pulmonary blood does 
not immediately affect the respiratory center. Finally, periodic 
breathing, not truly Cheyne-Stokes in pattern, may be seen 
during sleep in patients in apparent good health. Most of such 
individuals are to be found in the very young or very old. It 
would seem reasonable to conclude that the patient under dis- 
cussion 1s an example of such benign periodic breathing. Ob- 
servation over a 10 year period has certainly excluded significant 
intracranial pathology, and there is neither heart failure nor 
marked cardiac enlargement present. On the basis of this single 
symptom, it would be unwarranted to suggest to the patient 
either that he has a chronic disability or that he revise his life 
in any way. 


INSOMNIA 


To THE Epiror:—A man aged 54 recovered from an anterior 
myocardial infarction eight and one-half years ago. He has 
been well ever since that attack and has continued to work 
without having any symptoms referable to his heart. Within 
the last two years he has been suffering from insomnia, which 
has been getting progressively worse. To avoid the usual 
sedation I prescribed a tablet consisting of 25 mg. of diphenhy- 
dramine hydrochloride (Benadryl) and 0.325 mg. of hyoscine 
(scopolamine). This tablet gives him a good night's sleep. Will 
using this medication for a long time be harmful? 


M.D., New York. 


ANSWER.—Since the patient is continuing his work without 
having any symptoms referable to his heart and since eight and 
one-half years have elapsed since his myocardial infarction, he 
could be treated as would any other patient who is free of heart 
disease. Any safe drug or drugs that give him a good night’s sleep 
should be used. There is no specific contraindication to the 
particular preparation mentioned. 
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GALLSTONES 


To tHE Epiror:—A 55-year-old woman was operated on in 
May, 1952, for removal of a 2 cm. stone from the common 
duct. She had cholecystectomy and choledochotomy in 1949, 
at which time six stones were removed from the common 
duct. Cholangiography two years ago revealed another stone 
at the ampulla before the tube was removed. Pribam’s method 
was tried without success, and now the patient refuses further 
operation. Recently the rubber tubing broke off flush with 
the skin. Will not this tract have epithelized since May, 1952? 
Could one depend on this epithelized tract to remain patent 
with external biliary drainage if the rubber T-tube was re- 
moved? I recall a medical meeting I attended in Pittshurgh 
20 vears ago at which Dr. Frank Lahey told us of an external 
biliary fistula that he resected and transplanted to the stomach. 
This fistula originated from a divided proximal segment of 
common duct. Later 1 understood this procedure was a failure. 


M.D., Pennsylvania. 


ANSWER.—It is assumed that the rubber T-tube is still in 
place almost three years after operation. It is very likely that 
it is now heavily incrusted with bile salts or calcium salts. While 
the tract may have epithelized in the almost three years ‘that 
the T-tube has been present, the tract is likely to stricture and 
completely shut off after the T-tube is removed. If the T-tube 
is not removed, it will eventually become completely blocked 
by bile pigment and stone. Irrigation of this remaining T-tube, 
as suggested by Dr. Russell Best and co-workers in A. M. A. 
Archives of Surgery (67:839-853 |Dec.| 1953) might prevent 
deposition of such salts and might even result in disintegration 
of the retained stone. However, this distresses the patient a good 
deal, and this method has not been very successful in our 
experience. The proper procedure is to have another operation 
with removal of the stone and of the T-tube. If the patient 
refuses this, expectant therapy is probably the best treatment. 


STERILITY OF SURGICAL PACKS 

To tHE Epiror:—My question pertains to the frequency with 
which unused surgical packs should be autoclaved in order to 
be safely sterile. It is the custom in our hospital to rerun these 
packs (including surgical instruments and linens) every seven 
days, and if longer than seven days have elapsed they are not 
considered safely sterile until reautoclaved. A surgical hospital 
consultant recently suggested that this practice was outmoded 
and that packs that were properly wrapped and sterilized 
would remain sterile until ready for use no matter what time 
interval has elapsed. If this is true we could economize on 
the use of our autoclave and prolong its serviceability; this 
would be important in a small hospital with limited employee 
personnel. Bob Alexander, M.D., Spur, Texas. 


ANSWER.—Properly packaged and sterilized surgical packs 
can be stored until used without danger of contamination. Pack- 
aging is detailed in figures 75, 76, 77, and 78 of “Aseptic Treat- 
ment of Wounds” (Walter, C. W., New York, the Macmillan 
Company, 1948). Contamination of sterile surgical packs occurs 
because they are placed on wet surfaces or stored where con- 
densate from pipes or ducts drips on them, or because vermin 
such as cockroaches and silver fish have access to them. Bacteri- 
ological study of sterile supplies wrapped in four layers of muslin 
or two layers of doubly creped paper showed no bacteriological 
contamination after eight weeks, even though a visible layer of 
dust had gathered on the top surface of the packaging. 


RECURRENT RHEUMATIC FEVER 


To THE Epitor:—/n treating a patient who is allergic to peni- 
cillin to prevent a reoccurrence of rheumatic fever, what is 
the antibiotic of choice, erythromycin or aureomycin? If 
neither, what do you suggest? 

Demetrio E. Jefiry, M_D., Oakland, Calif. 


ANSWER.—Since no information is available concerning the 
use of erythromycin or aureomycin as prophylactic agents, the 
method of choice would be the administration of 1 gm. of sulfa- 
diazine daily. 
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MYOCARDIAL INFARCTION 


To THE Epitor:—Would prolonged use of choline theophyl- 
linate be useful in a patient who has substernal distress during 
moments of emotional stress and during moderate increase 
in physical exertion? He had two proved infarctions two weeks 
apart two vears ago. He has no evidence of congestive failure 
and has never used nitroglycerin. What prognostic significance 
would subjective relief with this medicament or on nitro- 
glycerin have? Is there any recent swing toward unanimity 
in regard to prolonged use of anticoagulants in cases such as 
this? M.D., lowa. 


ANSWER.—Choline theophyllinate has been found useful in 
the treatment of angina pectoris (J. A. M. A. 157:234 |Jan. 15] 
1955), although it is not invariably effective in preventing or 
reducing the number of attacks. Relief of substernal distress by 
xanthines or nitroglycerin would have no specific prognostic 
significance; however, failure to obtain relief of the symptoms 
of coronary insufficiency by the use of nitroglycerin suggests 
recent thrombosis or very extensive coronary sclerosis and there- 
fore implies a relatively poor prognosis. Although favorable re- 
sults have been reported, prolonged anticoagulant therapy 
following myocardial infarction has not yet been generally 
accepted as a worth-while measure in the management of such 
cases, 


GLAUCOMA 


To THE Epitor:—What approach to therapy should be used for 
a patient with concurrent diseases of glaucoma, mucous 
colitis, and irritation due to gastrojejunostomy? 


Joseph V. Waitkunas, M.D., Woodhull, 111. 


ANSWER.—It is assumed the patient has a primary glaucoma, 
either open angle (glaucoma simplex) or narrow angle (chronic 
congestive). No clear relationship has been demonsirated he- 
tween primary glaucoma and systemic disease. The primary 
glaucoma should therefore be treated on the assumption it is 
a local ocular disease. The basic principles of therapy are, first, 
the effort to control the glaucoma by medical means (miotics, 
diamox, etc.). If the tension is successfully controlled and vision 
and visual fields are maintained with miotics, therapy with these 
should be continued. If the tension cannot be satisfactorily con- 
trolled, or if there is visual failure or further loss of the visual 
field attributable to the primary glaucoma, operative interference 
is indicated. Since the operation is usually done under local 
anesthesia, a mucous colitis or gastrojejunostomy are not contra- 
indications to operation. 


ADMINISTRATION OF OXYGEN 

To THE Epiror:—Should oxygen be warmed when administered 
intranasally or through a tracheostomy to a patient with 
larvngotracheobronchitis or poliomyelitis? Please give refer- 


ences? M.D., New York. 


ANSWER.—Oxygen should not only be warmed but also 
humified when administered through a tracheostomy, at least 
during the first few days after the procedure has been performed. 
If oxygen is administered intranasally it need not be so treated 
unless the intranasal tube is placed far back in the throat. 
Oxygen should not be warmed to more than 80 to 85 F. The 
inquirer is referred to a book by A. Harry Neffson entitled 
“Acute Laryngotracheobronchitis” (New York, Grune & Strat- 
ton, Inc., 1949). 


CALORIES IN COLA DRINKS 
To THE Epitor:—What is the caloric value of a bottle of Coca- 
Cola and Pepsi-Cola? Joseph Halton, M.D., Sarasota, Fla. 


ANSWER.—According to Bowes and Church (“Food Values of 
Portions Commonly Used,” ed. 6, Philadelphia, Anna de Planter 
Bowes, 1946) a 6 oz. bottle of Coca-Cola contains 78 calories. 
There are 13.25 calories per ounce of Pepsi-Cola, and, as it is 
sold in 12 02. bottles, it would contain 159 calories per bottle. 
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INHALATION OF RADIOACTIVE CARBON DIOXIDE 


To THE Epitor:—I/s there any hazard from the inhalation of 
radioactive carbon dioxide (C'4) exhaled by cats that are re- 
ceiving substances labeled with C\4 for experimental purposes? 


M.D., New York. 


ANSWER.—Under ordinary circumstances, there is no hazard 
to be expected from the inhalation of radioactive carbon di- 
oxide exhaled by cats who are receiving substances labeled with 
C!! for experimental purposes, as the concentration would be 
quite low. The time that the possibly contaminated air would 
be breathed must also be considered. If the air is breathed for 
eight hours a day a level of 2.22 « 10° disintegrations per 
minute per cubic meter of air should not be exceeded. 


UNQUENCHABLE THIRST 


To THE Eprror:—A woman in the 60's had a radical mastectomy 
for cancer seven weeks ago. Convalescence was uneventful. 
However, she developed an unquenchable thirst and could 
drink gallons of water if not restrained by will power. Blood 
sugar and urine are normal. She is getting frequent injections 
of B complex and liver for tonic effect; also codeine and 
phenobarbital have been taken for vears. 


A.M. Spindler, M.D., New York. 


ANSWER.—There would seem to be no connection between 
the patient’s recent operation and unquenchable thirst. This 
would seem to be a medical problem in which diabetes insipidus 
should be ruled out. 


RENAL GLYCOSURIA 


To THE Epitor:—The reply to an inquiry from a Nebraska 
physician in Queries and Minor Notes in THe JOURNAL of 
Feb. 5, page 562, contains a statement that should not be 
allowed to pass unchallenged. A recent and authoritative book 
of biochemistry (White, A., and others, New York, McGraw- 
Hill Book Company, 1954) states concerning renal glucosuria 
(page 443): “Interference with the mechanism of tubular 
reabsorption may result in glucosuria even when the concen- 
tration in the blood is at normal or subnormai, i. e., hypo- 
glycemic levels. When this situation is encountered spontane- 
ously, it is called renal glucosuria.” 1 submit that the glucose 
tolerance data given do not fulfill this condition. The only 
possible basis for labeling this renal glucosuria is that at the 
end of the second hour the blood sugar is 108 mg. per 100 cc. 
and the urine contains 14+- sugar. But this urine specimen 
was collected over a period of one hour during which the 
blood sugar level was falling from 171 to 108 mg. per 100 cc. 
The appreciable time interval that was required for the drop 
from 171 mg. per 100 cc. to the renal threshold could easily 
account for the small amount of sugar in the urine. The renal 
threshold for glucose for this patient is obviously above 150 
meg. since the urine specimen collected when the blood sugar 
level was at that figure was devoid of sugar by the test em- 
ployed. The three hour blood sugar level of 70 mg. may 
have significance, since there are those who feel that values of 
this order that persist to the fourth, fifth, and sixth hours 
represent a definite pathological condition. 


George T. Lewis, Ph.D. 
University of Miami 
School of Medicine 
Coral Gables, Fla. 


To THE Epiror:—The data in the query on renal glucosuria as 
published in THE Journal, Feb. 5, 1955, page 562, are in- 
adequate. Were venous or capillary bloods used? What was 
the method employed for analysis—Folin-Wu, Somogyi- 
Nelson, or other? In renal glycosuria, the blood sugar level 
is supposed to be normal or low, but here are two values of 
150 mg. and 171 mg. Moreover, of the five specimens of urine, 
there were three sugar free, indicating little, if any, lowering 
of the renal threshold. This man is at the age at which the 
onset of diabetes is most common among men. In addition, 
he has glycosuria and a blood sugar level just over the usual 


J.A.M.A., May 21, 1955 


limit of normal, and it did not completely return in two hours 
in the glucose tolerance test to the fasting value. He is 50 lb. 
(22.7 ke.) overweight. Are not the chances in favor of his 
developing diabetes? Should one say that he needs no treat- 
ment except that on general principles his weight should be 
reduced? Doctors have few as good opportunities to protect a 
patient from early diabetes as in this instance. 1 think this 
man has diabetes mellitus. Elliott P. Joslin, M.D. 


81 Bay State Rd. 
Boston. 


The two letters above were referred to the consultant who 
answered the original inquiry, and his comments follow: 

The questions raised by one of the correspondents concerning 
the source of the blood samples and the method of analysis are 
pertinent. In the original reply to the query from the Nebraska 
physician it was assumed that the blood sugar determinations 
were performed on venous blood by the Folin-Wu method, since 
this is the common practice in the vast majority of laboratories 
outside of the larger medical centers. The following discussion 
of the glucose tolerance curve will be based on values for blood 
sugar Obtained by this procedure. 

The normal fasting blood sugar level lies between 80 and 
120 mg. per 100 ml. of blood, The average “renal threshold” is 
about 180 mg. per 100 ml. in venous blood, although the range 
probably varies from 160 to 200 mg. per 100 ml. in normal 
persons. (Strictly speaking, it is erroneous to speak of “renal 
threshold” in terms of venous blood sugar, for it is really arterial 
blood sugar, which is usually higher, that is presented to the 
glomeruli and tubules for filtration and reabsorption.) While the 
exact definition of a normal glucose tolerance curve has long 
been a matter of some dispute, few would quarrel with calling 
such a curve normal if it began within the normal fasting range, 
never exceeded the average “renal threshold,” returned to the 
normal range at two hours, and was well below it at three hours. 
This describes precisely the curve of the patient cited. The diag- 
nosis of diabetes is based on the behavior of the blood sugar 
regardless of the presence or absence of glycosuria. By these 
standards the patient in question does not have diabetes mellitus. 

What name, then, shall we give the glycosuria? It cannot be 
called diabetic because of the normal pattern of the blood sugar. 
It is conceivable, although unlikely, that the blood sugar reached 
significantly higher levels than 171 between the half-hour and 
the one-hour periods, thus exceeding the average normal “renal 
threshold.” A more plausible explanation is that the so-called 
threshold is below 171 mg. per 100 mi. It is evident that this 
consultant's definition of renal glycosuria is the appearance of 
sugar in the urine at any blood sugar level below the average 
normal threshold. Those who resvrve the term for the appear- 
ance of sugar in the urine at normal (fasting), or lower, blood 
sugar levels make difficulty for themselves in classifying the 
kind of glycosuria under discussion, and this kind is by no means 
rare, Caution, of course, would dictate that this patient should 
be followed at regular intervals. While diabetes has been re- 
ported to develop in patients with renal glycosuria, it is rare and 
probably fortuitous. The best preventive in the present case is 
weight reduction as originally advised. 


TICKS AND CHIGGERS 


The original note on chigger repellents in THE JOURNAL, March 
26, page 1172, pointed out that the various clothing impreg- 
nants should be diluted prior to use. Because of the toxicity 
of N-butylacetanilide, this is particularly important in the case 
of M-1960, and this compound should be diluted with 11 parts 
of water when impregnating clothing by hand. M-1960 is ex- 
tremely effective against chiggers, fleas, ticks, and mosquitoes, 
and hence has been routinely employed on a large scale by the 
Army overseas. When used properly and according to directions, 
there have been no untoward results. It is doubted that M-1960 
will be made available in nonmilitary channels. 

A member of the American Medical Association Committee 
on Pesticides advises that from what is known in Food and Drug 
Administration work on N-butylacetanilide he would recom- 
mend against its use.—ED. 


